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In little more than the Biblical 
span of life—from the days of the 
founding of the American Public 
Health Association and early 
grapplings with the communicable 
diseases to a time of confidence 
that we can add “‘life to years'’— 
the sciences of public health have 
played a major and continuing 
role in transforming and enriching 
human destiny. 
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On the origins of the 





American Publie Health Association 


N THE i8th of April 1872, an in- 

formal conference of a number of 
gentlemen, who for several years had 
been in some degree co-workers in the 
studies of Preventive Medicine and in 
duties of public sanitary service, was 
held in the city of New York, with the 
design to secure concerted effort, and 
establish some adequate plans in the 
cultivation of hygienic knowledge, and 
procuring more effective applications of 
sanitary principles and laws. . . . 


The first meetings of the Association 
have resulted in the cheerful contribu- 
tion of reports and papers upon impor- 
tant sanitary questions, rather than in 
voluble debates; the rich fruit of careful 
observation and study, comprehensive 
surveys relating to epidemics and other 
diseases, and logically studied truths 
which are required for the basis and 
structure of true sanitary science and for 
the most effective methods and proceed- 
ings in public health administration. . . . 


The golden maxim of Franklin that 
“Public Health Is Public Wealth,” is 
obviously true in all communities, but 
the same maxim now finds a higher 
significance in the ascertained relation- 
ship of sound and vigorous health to the 
social and moral interests of individuals, 
families, and nations. 


The chief problems of civilization and 
humanity now demand their solution 
upon a basis of most exact and compre- 


ii 


hensive knowledge of facts reduced to the 
deductions and formulas of science, and 
it is not arrogating unreasonable func- 
tions for the principles and the public 
applications of sanitary science, to say 
that the physiological health of the peo- 
ple so far underlies soundness and sufh- 
ciency of mental culture that hygiene will 
have to be recognized as a fundamental 
element of success in common educa- 
tion and in the higher culture, as well 
as in the practical solution of the great 
social and moral problems of our 


times. ... 7 


In this volume of Sanitary Papers the 
records of two deadly epidemics—the 
fatal strides of cholera in the great val- 
ley west of the Alleghenies, and the in- 
vasion of Shreveport and Memphis by 
yellow fever when those cities were ut- 
terly defenseless, unguarded, and un- 

Continued on page 82. - 
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frontispiece 


The map of Lowell, Mass., 
is from William T. Sedg- 


wick’s report “On Recent Epidemics of Typhoid 
Fever in the Cities of Lowell and Lawrence Due To 
Infected Water Supply . . .” published in the 24th 
Annual Report of the State Board of Health of 
Massachusetts, for the year ending September 30, 
1892. The family group is from the Public 
Health Service’s 1952 APHA exhibit (see special 


section, page 81 ff.). 
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Public Health Statesmanship 


By LEONARD A. SCHEELE, M.D. 


HAVE NOT the slightest hesitancy in an- 

nouncing that I have plagiarized the title of 
this lecture: Public Health Statesmanship. It 
seems fitting, however, to inaugurate the Win- 
slow Lectures with some reflections on this 
quality, this profession, this art of statesman- 
ship—because Professor Winslow himself has 
exercised it in thought, word, and deed through- 
out his career. 

In a symposium on Public Health Statesman- 
ship at the University of Pennsylvania Bicen- 
tennial Conference in 1941, a symposium in 
which Professor Winslow participated, Dr. 
Parker Hitchens (7) quoted an unidentified 
passage which I wish to propose as the text of 
our discussion : 


“History shows that great economic 
and social forces flow like a tide over 
communities only half conscious of 
that which is befalling them. Wise 
statesmen foresee what time is bringing 
and try to shape institutions and mold 
men’s thoughts and purposes in ac- 
cordance with the change that is 
silently coming.” 


This description of statesmanship gives us a 
good plumbline for our discussion. Note how 
it views the statesman as an embodiment of 
creative thought and action. Even the meta- 
phor brings to mind a creative personality— 





Dr. Scheele is Surgeon General of the Public 
Health Service. This paper, the first Charles- 
Edward Amory Winslow Lecture, was deiivered 
at Yale University on November 14, 1982. 
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the potter, guided by his vision, shaping and 
molding the clay. 

This description also asks us to ascribe his- 
torical perspective to the statesman as one of 
his essential qualities. And, finally, it gives a 
central position in the arena of statesmanship 
to the economic and social forces which ulti- 
mately shape the course of events. 


Criteria of Statesmen 


Creativity—historical perspective—and _ rec- 
ognition of economic and social change: We 
need especially to emphasize these criteria in 
our consideration of statesmanship in public 
health. The members of the public health pro- 
fession come from many scientific disciplines. 
As professional workers, we tend to place the 
highest values on our technical knowledge and 
skills. But as statesmen, we are challenged to 
be something more than good technicians. 

As technicians, we are called upon day after 
day to apply our special competence to prob- 
lems of bewildering complexity. As statesmen, 
we are challenged to learn whence these prob- 
lems sprang, to trace their deep, far-reaching 
roots, and to learn how other men have viewed 
the health problems of their day. In public 
health, each man’s sphere of direct action may 
be narrow—confined by the limited reach of his 
individual technology. As statesmen, we are 
challenged to see the inseparability of our 
sphere from the countless interacting forces of 
society—and, having seen, to think and act as 
statesmen. 

Professor Winslow’s response to this chal- 
lenge is woven into the fabric of public health 


throughout the world. I have more than a 











spectator’s reason for saying this. Recently, I 
have had occasion to dig into the story of public 
health in the past hundred years. As I picked 
up one thread after another and began to ravel 
it back to its origins, I found that Professor 
Winslow had been there before me as historian, 
as scientist, administrator, teacher, as prophet 
or philosopher. 

Following such a leader, I find it difficult to 
bring you any original concepts of public health 
statesmanship. Nor does the subject lend itself 
to the closely reasoned development of a single 
theme, as would some technical aspect of public 
health. We are dealing instead with a kaleido- 
scope—the kaleidoscope of public health in the 
modern world. The same bits and pieces of 
modern society present themselves to us in an 
endless variety of patterns and problems. Our 
reflections, then, will be kaleidoscopic. 

There is another difficulty. To discuss states- 
manship is to discuss a*human function. And 
it is a function fraught with the resolution of 
dilemmas, the making of decisions, and the ex- 
ercise of wisdom, dedication, and leadership. 
These virtues are possessed in varying degree 
and are exercised consistently only by the un- 
common man. Yet we of the public health pro- 
fession must reflect upon statesmanship, must 
discuss it, and exercise it to the highest degree 
of which we are capable. For this is a period 
of history in which public health progress de- 
pends more upon the quality of our statesman- 
ship than upon the specificity of our techniques. 

I do not mean that our techniques are ade- 
quate to the solution of all our problems; nor 
that public health can relax for an instant its 
scientific effort for the discovery and develop- 
ment of better methods. Far from it. Nearly 
a century of organized public health work has 
proved the direct correlation of success with 
scientific advance and its resultant specificity 
of techniques. As public health progress has 
been based primarily upon the professional ap- 
plication of the biological and mechanical 
sciences in the past, so it will be in the future. 

Nevertheless, the tide of events runs strongly 
in directions that should alert us to the chal- 
lenge of statesmanship. America has entered 
a period of social evolution unlike any we have 
experienced hitherto. 

The most obvious, and perhaps most potent, 





difference is America’s position of leadership 
in the free world—a leadership which carries 
heavy responsibilities affecting every phase of 
our society and economy. It has not been easy 
for us to endure with patience the effects of 


prolonged mobilization. It has not been easy 
for us to accept the urgency of our defense 
problems or to learn the art of persuading other 
peoples to the benefits of mutual security and 
the principles of democracy. These are new ex- 
periences for us; yet they are essential for sur- 
vival in a world threatened by Soviet imperi- 
alism. 


Socioeconomic Elements 


The economy itself is working in unfamiliar 
directions. I say “unfamiliar” because many 
people forget that the depression of the thirties 
is 20 years behind us, and that the pattern for 
solution of public health problems in the future 
is likely to be different from that of the past 20 
years. Reasonable pressure for economy in gov- 
ernmental health programs is one of those forces 
that “flow like a tide over communities only 
half conscious of that which is befalling them.” 
This will constitute a major challenge to our 
statesmanship. Public health programs will 
grow; but we must study needs, set priorities, 
plan better, and work harder. 

Moreover, unemployment has reached a new 
low since World War ITI and American indus- 
trial production in September reached the high- 
est point since 1945. Entirely new technologies 
have been added, or have replaced many pre- 
war methods of production. Even more recent 
technological developments will bring about 
other changes in production. In agriculture, 
mining, and manufacture, the productive ca- 
pacity of the individual worker has been more 
than doubled since the turn of the century. 
This enhanced productivity, coupled with the 
increased purchasing power of labor, has sus- 
tained a steadily rising standard of living. 
There is, for example, a startling difference in 
the variety and amount of foodstuffs which 
can be purchased today with a much smaller 
fraction of the workman’s earnings, than 25 
years ago. 

The effects of these broad socioeconomic 
changes on public health are manifold, exceed- 
ingly complex, and ramiform. We may think 
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of public health as a state of community well- 
being or as an institution created by society to 
protect and promote that state of well-being. 
Actually, it is both; but however we think of 
it, we are bound to recognize a continuously 
interacting relationship between the health of 
the people and the economy; and a similar re- 
action between public health practice and the 
society in which it functions. These interacting 
relationships determine in large measure the 
nature of our problems. 

I have mentioned the kaleidoscopic patterns 
in which those problems present themselves. 
Yet there is an order and a unity of purpose in 
public health work which make it the great 
institution it is and which enable its disciples 
to serve the environing society with compassion, 
with dedication, and with a sense of partner- 
ship. 

To understand this motivation, we do best to 
turn to a classic definition of public health 
which was formulated by Professor Winslow in 
1920 and which has been so widely disseminated 
that it may now be called the charter of modern 
public health: 


“Public health is the science and the 
art of preventing disease, prolonging 
life, and promoting physical health 
and efficiency through organized com- 
munity efforts—for the sanitation of 
the environment, the control of com- 
munity infections, the education of 
the individual in principles of personal 
hygiene—the organization of medical 
and nursing services for the early diag- 
nosis and preventive treatment of dis- 
ease—and for the development of the 
social machinery which will ensure to 
every individual in the community a 
standard of living adequate for the 
maintenance of health” (2). 

Thirty-two years later, the Expert Commit- 
tee on Public Health Administration of the 
World Health Organization adopted this defi- 
nition as the basis of their discussions—with 
two minor changes which have a distinct Wins- 
low flavor (3). They recognized an expanded 
concept of health education and changed “per- 
sonal hygiene” to “personal and community 
health.” Here at Yale, public health found 
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the early expression and practice of this mod- 
ern concept of community health organization 
and education, as well as many of its first re- 
cruits to the new group of health educators 
trained in that concept. 

The WHO committee also added this phrase: 
“so organizing those benefits as to enable every 
citizen to realize his birthright of health and 
longevity.” We hear in those words the echo of 
many a plea by Professor Winslow for a higher 
level of health than the absence of disease and 
for the universal application of public health 
benefits. 

In our charter, then, public health workers 
may find many opportunities for statesman- 
ship both in our most familiar programs and 
in those less familiar. Let us consider a few 
of them. 


Environmental Health 

Control of environmental hazards is one of 
the oldest public health functions. With a few 
notable exceptions, which I shall refer to later, 
that effort has been directed to the prevention 
of communicable diseases. Many of the tra- 
ditional sanitary practices of public health are 
now quite commonplace. In fact, they are too 
much taken for granted. Yet as they devel- 
oped, in their time, many a public health pio- 
nter, a public health statesman, fought uphill 
battles against ignorance and fear to gain bet- 
ter understanding and acceptance of public 
health practice in the community. 

Americans are living in an environment 
quite different from that of 50 years ago—or, 
for that matter, even 10 years ago. Public 
health can no more ignore this new environ- 
ment as a possible source of ill health than our 
professional ancestors could ignore the environ- 
ment of their times as a source of devastating 
epidemics. Moreover, we now think of the en- 
vironment in a wider dimension—to include 
social and psychological factors along with the 
physical. The incidence of fatal and disabling 
accidents, for example, calls for the study of all 
these factors. The relationships of environ- 
ment with mental health and such chronic ail- 
ments as heart disease, cancer, arthritis, and 
rheumatism also must be investigated. 

Public health statesmanship requires that we 
recognize the health components in the new 





environment. Often they go unchallenged, not 
only by the persons directly concerned with 
creating new environmental situations, but 
also, regrettably, by public health personnel. 


The Chemical Environment 


None of us, for example, can escape the influ- 
ence of chemicals on our daily living. For the 
most part, that influence has been beneficial] to 
a high degree. But in the field of public health, 
we are beginning to see clouds upon the horizon, 
literally. The problem of air pollution is no 
longer confined to our work places or to our 
largest industrial centers, but is a potential 
threat to health even in semirural communities 
where industries, domestic heating systems, and 
climatic conditions combine to produce serious 
“smogs.” 

It is significant to our reflections on public 
health statesmanship that in 1912 the New York 
State Commission on Ventilation, of which Pro- 
fessor Winslow was a distinguished member, 
was appointed by the governor at the request 
of the New York Association for Improving 
the Condition of the Poor. The association put 
up $50,000 for the work of the commission, es- 
pecially in investigations of the relation of 
ventilation in tenements and schools to ill 
health. 

In 1949, it was a local labor union that re- 
quested the Public Health Service to make a 
thorough study of the smog in Donora, Pa. 
Since that time, a number of community organi- 
zations have sought help in studying their air 
pollution problems. 

Is it a measure of public health statesman- 
ship that 40 years ago and again 3 years ago, 
it was not the official health agencies, but mem- 
bers of the society in which they function, who 
sought action in studying the health component 
of air pollution? If public health workers do 
not see beyond the performance of their pre- 
scribed routines; if they do not recognize the 
health implications of the new environment nor 
bestir themselves to interpret the problems to so- 
ciety, then we can say that their statesmanship 
in environmental health does not measure up. 

Public health knowledge of chemical and ra- 
diation hazards began with the study and con- 
trol of occupational diseases. Today the num- 
ber of known substances, compounds, and 





processes used in industry runs into the thou- 
sands and is being increased day by day. To 
what extent the industrial uses of chemicals and 
radioactive substances affects the health of the 
general population is not known with anything 
like the specificity of our knowledge of occupa- 
tional hazards. 

The addition of chemicals to many processed 
foods and the development of new physical 
techniques for the preservation and transporta- 
tion of foods also require study. The Select 
Committee of the House of Representatives to 
Investigate the Use of Chemicals in Foods and 
Cosmetics held extensive hearings in the 82d 
Congress and it is clear from the committee’s re- 
port that more research is needed to determine 
the effects of chemicals in foods on human 
health. It is not clear, however, what the re- 
lationships between government and industry 
should be in the conduct of such research and 
in the formulation and enforcement of stand- 
ards. Here is another instance in which states- 
manship is, at the present time, more important 
for solution of the problems than the specificity 
of existing science. 


Water Resowrce Problems 


The pollution of our inland waters by in- 
dustrial wastes is one of the largest domestic 
problems facing this country. It involves our 
total economy and is a present threat to indus- 
trial expansion, agriculture, recreation, fish 
and wildlife, and public health. We are still 
far from understanding the new types of pollu- 
tion, as well as from solving this growing prob- 
lem. During the past 4 years, the Public 
HIealth Service has worked with State and in- 
terstate water authorities and industrial groups 
to stimulate research. We are cooperating also 
with the Atomic Energy Commission in studies 
of the disposal of radioactive wastes. The cur- 
rent work, however, on both chemical and 
radioactive pollutants is only a small beginning 
of what is destined to become a large field of 
public health research and control. 

Statesmanship in this field requires involving 
all the interested groups. For public health 
workers, it also provides a fine opportunity not 
only to interpret the health component in water 
pollution to persons primarily concerned with 
some other problem, but also to recognize and 
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The Winslow Lecture 


Dr. C.-E. A. Winslow (right) 
and Dr. Ira V. Hiscock (left), 
chairman of the department of 
public health at Yale, with Dr. 
Scheele on the occasion of the 
first of the annual lectures spon- 
sored by the Yale public health 
alumni in honor of Professor 
Winslow. 

Dr. Winslow is the Anna M. R. 
Lauder professor emeritus of 
public healih at Yale and editor 
of the American Journal of Pub- 
lic Health. After training with 
Sedgwick, and with wide experi- 
ence, he joined the Yale faculty 
in 1915 as chairman of the de- 
partment of public health, retir- 
ing in 1945 after 30 years of 








service, during which he achieved international recognition as leader, teacher, and exponent of 


public health. 


Association “for distinguished service in public health.” 


In 1942 he received the Sedgwick Memorial Medal of the American Public Health 


In 1952 he received a special Lasker 


Award from the Association, and the World Health Organization conferred upon him the Leon Ber- 


nard Foundation prize. 


interpret the common interest of many diversi- 
fied groups in the development and conserva- 
tion of the Nation’s water resources. 

One of the valuable lessons we have learned 
is the greater efficiency of a team approach to 
the water resources problem. The team that 
public health statesmanship seeks, of course, is 
not a group composed solely of collaborating 
Federal agencies, but rather a group in which 
State agencies and others are fully participat- 
ing members. 

I cannot leave the problems of our chemical] 
environment without reference to the fluorida- 
tion of public water supplies as a means of pre- 
venting dental decay. This is probably the 
first and only instance in public health to date 
in which a “mass sanitation” technique has been 
developed for the prevention of a noncommuni- 
cable disease. 

The epidemiological studies of fluorine in 
natural water supplies. and of artificial fluori- 
dation have been classics. We in the Public 
Health Service have every reason to be proud 
of the work of some of our men in this field. 
Time will prove that this single discovery and 
development has been one of the great contri- 
butions to human health. 

Like all innovations, fluoridation has met 
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with resistance. And it is this very resistance 
that calls for statesmanship. In responding to 
something new, people forget facts long since 
accepted. They forget, for example, that fluo- 
rine exists in small amounts in many animal 
and plant tissues such as are found in the aver 
age diet, as well as in many natural waters. We 
have had varied reactions, from enthusiastic 
acceptance to uncertainty about the ingestion 
of fluorine, and even unfounded fear of “poison- 
ing” similar to the early fear of the chlorina- 
tion of water supplies. 

Our statesmanship here consists in convincing 
the skeptics that our epidemiological and labo- 
ratory studies are valid and that the benefits of 
fluoridation are not to be discarded lightly in 
the face of uninformed opposition. Convincing 
is an art, and it permits no arrogance or con- 
tempt of the opposition’s point of view. In 
convincing, we must be completely candid and 
interpret the needs for more research in this 
field. One of the core facts of public health is 
the continuous search for techniques even more 
effective than those which we can endorse 
wholeheartedly at a given time. This is one of 
the most difficult facts to interpret to the aver- 
age citizen and to appropriating bodies; yet this 








task of interpretation is the very substance of 
our statesmanship. 


Healthful Housing 


There is one other environmental factor which 
as much as any other affects the solution of 
health problems as diverse as the control of 
heart disease, the promotion of mental health, 
and the prevention of acute infections. I refer 
to housing. 

As Professor Winslow knows so well, as he 
has told us so many times, it is not enough that 
the American Public Health Association 
through his leadership has developed a remark- 
ably accurate technique for evaluating the 
healthfulness of urban housing. Here is an in- 
stance in which the effectiveness of our tech- 
niques has exceeded the quality of our states- 
manship. 

Housing has been a major social problem of 
high priority throughout the world since be- 
fore World War II. There has been tremen- 
dous enthusiasm and hope that housing and 
health agencies united could make substantial 
contributions to the solution of far-reaching 
problems affecting every family in the Nation. 
Yet few health departments have accepted their 
share of responsibility in working for more 
healthful housing. 

At the present time, only 10 State health de- 
partments are actively assisting local health 
agencies in the development of housing pro- 
grams. A few others have specific plans. 
Nearly 100 local health departments, however, 
have actively taken part in programs to im- 
prove housing conditions in the past few years. 
Only 13 States and 25 local health departments 
are conducting active programs in home ac- 
cident prevention—closely related to housing. 
In States where progress has been made in 
either field, the responsibility for stimulating 
and assisting local activity has been delegated 
clearly to one staff member. 

Statesmanship in the health aspects of hous- 
ing calls for the active participation of local 
health agencies in community planning and the 
development of community housing programs. 
The fact that a city may have anywhere from 2 
to 10 official agencies concerned with some phase 
of housing intensifies the challenge to be a 
public health statesman. The fact that some 
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States have official housing agencies invites 
State health authorities to step across the street 
and make known their interest and their will- 
ingness to cooperate in joint solutions of a major 
social problem. 


Disease Control and Health Services 


It is indeed a part of public health states- 
manship to reach out in the community and 
identify those social and political forces that 
will make common cause with us for the solu- 
tion of health problems whatever they may be. 
I warrant that many a public health worker in 
State and local agencies today would be agree- 
ably surprised at the diversity and strength 
of the groups ready and eager for his leader- 
ship. 

In this connection, we need to help our boards 
of health and county councils develop public 
health statesmanship attuned to society’s cur- 
rent problems. Public health workers read, 
talk, and listen to seemingly endless conferences 
all emphasizing the shift in the age composi- 
tion of the population, the increase in chronic 
diseases and impairments, the needs for com- 
munity facilities and for the mobilization of 
community health resources. I regret to say 
that much of this healthy exchange of informa- 
tion is between those already converted to the 
cause; and in rare moments of discouragement 
I wonder how much of the discussion goes in one 
ear and out the other. 


Chronic Disease and Disability 

Chronic disease, chronic impairments, and 
the disabilities of old age are indeed the major 
health problems of America’s aging population. 
Even with the widest possible latitude in inter- 
preting the laws authorizing Federal grants-in- 
aid for general health services, maternal and 
child health, and services for crippled children, 
we cannot expect existing, and possibly shrink- 
ing, appropriations for these purposes to carry 
a forthright attack on chronic disease and the 
health problems of the aging. Here we must 
depend upon the special programs which have 
been made possible by the demands of society 
for action against the first causes of death and 
invalidism. 

There is strong popular support for chronic 
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disease control and for health services to the 
aging. Yet I would be less than candid if I did 
not say that State and local health services in 
most of these fields are scanty and scattered. 
Lacks of sufficient funds, facilities, personnel, 
and effective medical techniques are commonly 
cited as causes of the lag in health department 
activity. Another deterrent frequently men- 
tioned is the resistance of physicians to any 
public health activity in these areas. I am 
sure that this occurs because of failure to ex- 
plain properly the programs to them. 

The measure of our statesmanship, then, need 
not be in convincing society that chronic dis- 
eases and impairments are health problems of 
the first magnitude. Society has already given 
its mandate—and gives it year after year—in 
support of our programs and of the voluntary 
agencies devoted to these special problems. 
Rather the measure of our statesmanship will 
be in convincing the medical and community 
leaders, in convincing boards of health, county 
councils and other governing bodies, that these 
health problems are social and economic prob- 
lems of the first magnitude and worthy of their 
full support and action. 

Once the interrelationships of chronic dis- 
ability, old age, and economic dependency are 
clearly understood, there is every reason to be- 
lieve that general cooperation in the develop- 
ment of community programs, in which all phys- 
icians cooperate, for prevention, as well as for 
care of the chronically ill, will be forthcoming. 
The development of health services, especially 
preventive and restorative programs, aims to 
reduce dependency and the costs of public assist- 
ance and public medical care. The possibility 
of sound economy sharpens the humanitarian 
impulse for cooperation and adequate support. 

If health officials continue to represent their 
needs and the community’s needs as encompas- 
sing no more than the limited public health 
programs of prewar days, they cannot expect 
the medical profession, the boards, councils, 
mayors, governors, and legislatures to recog- 
nize the changing health needs or to select the 
issues which require priority in the formulation 
of public policy. Public health statesmanship, 
in many respects, consists in raising our sights, 
in applying our technical competence to health 
problems wherever they exist and are being neg- 
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lected. This implies, of course, that public 
health will also be self-critical, reviewing and 
appraising its own performance so that activi- 
ties which no longer yield substantial benefits 
to the community will be modified or reduced in 
favor of more effort in neglected fields. It 
means also that public health must work more 
closely with the practicing physician and his 
organizations. 


Promotion of Research 


Scientific research has not yet given us the 
techniques we shall ultimately need for pin- 
pointing the attack on chronic diseases or for 
developing a practical hygiene of the aging. At 
resent, control of many chronic diseases is 
possible in the individual patient, but only 
through highly specialized skills and equip- 
ment. At present, medical rehabilitation of the 
disabled is possible in the individual patient, 
but only through specialized skills and equip- 
ment. 

For these reasons, public health conducts and 
encourages a continuing search for simplified 
techniques which may be applied to the com- 
munity as a whole or may be employed by the 
general practitioner in his office. For example, 
in cancer control we are searching for detection 
mechanisms that can be applied widely and in- 
expensively in effective case-finding programs. 
We are searching for cancerigenic agents in the 
environment, so that these hazards may be sub- 
jected to engineering, chemical, or other con- 
trols. In cancer, heart disease, arthritis and 
rheumatism, and many’ other serious ailments, 
we are supporting the unremitting search for 
therapies that ultimately may be placed in the 
hands of the general practitioner. Our goal in 
these present major diseases is not dissimilar to 
that which we have achieved in venereal disease 
control—with every private practitioner a 
“health officer,” treating patients in his office; 
the health department maintaining supporting 
services of case finding, contact tracing, refer- 
ral, and treatment of patients unable to pay for 
private care. 

Obviously, we have not reached that point in 
the development of medical tools for such major 
problems as cancer and heart disease, compara- 
ble with serologic testing and penicillin therapy 


in syphilis control. The nation-wide scientific 
effort in these fields and its accomplishments 
are another story, and one that is inspiring. 

Society has made new demands on science 
since the war and has given science unprece- 
dented financial support. We are all aware of 
how little money was available for medical re- 
search before the war. In less than a decade, 
the American people have reversed that condi- 
tion in their determination to speed up the 
attainment of their health goals through ex- 
panded research. The essential leadership in 
the promotion of medical research has come 
direct from the public through their voluntary 
health organizations and their representatives 
in Congress. 


The American Pattern 


The development of the nation-wide effort in 
medical research thus has followed a charac- 
teristically American pattern: society leading, 
government aiding. Government aid to med- 
ical research has grown, but statesmanship 
from the outset has channeled the greatest 
part of that growth into the natural habitats of 
research—our universities, schools of medicine. 
and hospitals. 

Cooperation of voluntary and governmental 
agencies with the universities and hospitals in 
medical research is a multimembered partner- 
ship. It has engendered mutual respect and 
greater skills in the solution of common prob- 
lems. Science and society alike have benefited 
from this partnership in a vital area of research. 

While new techniques for chronic disease con- 
trol and hygiene of the aging remain in a twi- 
light zone between experiment and universal 
use, it may be that this experienced partnership 
can speed the sound application of scientific 
advances. It may be that we need a “bridge” 
type of institution, with research, educational, 
and limited service functions, supported by 
many community, State, and national organi- 
zations, 


New Partnerships 


Certainly, in facing up to the specific prob- 
lems of chronic disease and an aging popula- 
tion, it seems clear that public health needs to 
encourage and to develop many new types of 
partnership. One that seems of exceptional 
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value is partnership with university schools 
of medicine. The foresight of Professor Win- 
slow in keeping postgraduate education in pub- 
lic health at Yale an integral part of the School 
of Medicine has yielded rich returns. The de- 
partment’s cooperation with the city of New 
Haven further illustrates the value of this part- 
nership between the university and the com- 
munity’s health services. 

Recently the University of Buffalo School of 
Medicine released the first annual report of its 
Chronic Disease Research Institute. This proj- 
ect is an interesting experiment in new partner- 
ships. The Public Health Service made avail- 
able its Buffalo hospital which we were closing 
and which could be easily converted into the 
type of facility envisaged by the group of com- 
munity health statesmen. The New York State 
Health Department provided a grant-in-aid, 
and entered into active cooperation with the 
university. Support for various departments 
of the institute came from the National Foun- 
dation for Infantile Paralysis, the New York 
State Association for Crippled Children, the 
New York State Department of Mental Hy- 
giene, the Western New York Heart Associa- 
tion, and the Arthritis and Rheumatism Foun- 
dation. The governing board is chaired by the 
dean of the School of Medicine, and includes 
representatives from local hospitals, the New 
York State Department of Health, and the 
Public Health Service. An able staff has done 
outstanding trail blazing in its first full year of 
teamwork. 

Let me quote from the report : 

“The future plans of the institute are inher- 
ent in its purpose: to do research in the field of 
chronic disease, to discover better and faster 
means of returning the chronically ill to max- 
imal living within their individual limitations 
and to teach these newer, better techniques for 
handling the most complex problems in re- 
habilitation to medical personnel throughout 
the Niagara Frontier. The University of 
Buffalo Chronic Disease Research Institute is a 
small but complete institution actively serving 
medical science and education within the com- 
munity.” 

Would that there were more such small, com- 
plete institutions serving such a purpose with- 
in more communities where the problems of the 
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chronically ill have previously been neglected. 
Perhaps this modest beginning will give us 
valuable clues to public health statesmanship in 
this area. In the meantime, health departments 
must press on toward society’s health goals 
through the organization of community re- 
sources. 


Community Health Organization 

The ideal of community health organization 
is nothing less than the mobilization of all the 
rich and varied forces within an American com- 
munity in free and friendly association to com- 
bat a common enemy and to strive for the 
common heritage of health and longevity. In- 
spired by some of our educational institutions, 
notably the Yale Department of Public Health, 
the Nation’s official and voluntary health 
agencies have learned a good deal about com- 
munity organization in the past 15 or 20 years. 
To their credit, they have put into practice a 
good deal of this knowledge. The translation 
of the ideal into practice, however, is difficult as 
is any activity depending primarily upon inter- 
personal and intergroup relationships. 

In community organization as in program 
planning and administration, public health of- 
ficials need especially to be alert in preserving 
flexibility. If we recall our criteria for states- 
manship, we will see why this is so: “Wise 
statesmen foresee what time is bringing and 
try to shape institutions and mold men’s 
thoughts and purposes in accordance with the 
change that is silently coming.” 

Community organization merely to preserve 
the status quo of public health can be as stulti- 
fying and as far from meeting the needs as can 
the administration of programs designed for the 
same purpose. Moreover, community organiza- 
tion of this sort fails to tap fully the creative 
energies of the community. In particular, the 
natural leaders outside of professional ranks or 
in professions not usually associated with pub- 
lic health may possess the humane impulses and 
the very creativity needed for developing new 
types of service essential in the solution of our 
major public health problems. 

I know of such a leader who wants to con- 
struct a new type of institution for the care of 
certain types of cancer patients. It will be a 
inodern apartment hotel specially designed and 
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furnished, constructed beside and with direct 


connections to a general hospital. The objec- 
tive here is to provide efficiency apartments 
where family members or housekeepers may care 
for the patient in convalescent or other stages 
of his disease. Physicians would be at hand for 
routine supervision. When special therapeutic 
procedures must be carried out, the patient can 
be removed to the hospital immediately, and 
without loss of time and the added costs of 
an ambulance. More costly institutional facil- 
ities and services would be released for the care 
of more acutely ill patients. 

This is a challenging idea, and one which may 
capture the interest of private enterprise, vol- 
untary agencies, and religious organizations. 

t is an extension of the home care plan which 
has been developed so effectively by voluntary 
hospitals and agencies in a few parts of the 
country. We know that chronic disease and 
poverty go hand in hand, and that many times 
the home to which a patient would be returned 
cannot accommodate the needs of an invalid, no 
matter how willing the family may be to carry 
its share of the bedside care. Whether in a hos- 
pital-connected apartment hotel or at home, the 
costs of convalescent or terminal care of the 
chronically ill will be less than in a hospital. 
Hospital care for a patient costs three to five 
times more than care at home. 

New and Effective Services 

There are many other effective services that 
a community could provide for the chronically 
ill and the aging—services which not only re- 
lieve suffering and anxiety, but also bring about 
economies in the operation of public hospital 
and medical services. Some health depart- 
ments around the country report housekeeping 
services, for example; but it is surprising how 
few communities have explored the possibili- 
ties. The New Haven Family Society, as I 
understand it, was one of the pioneering volun- 
tary agencies to develop such a service. 

The District of Columbia Health Depart- 
ment has developed a housekeeping service on 
a limited scale. Its primary purpose is to as- 
sist mothers in the postpartum period or in 
disabling illness. When these demands on its 
staff permit, however, the housekeeping service 
is available to aged persons. 








Not long ago, an indomitable lady in her 80’s 
suffered her fourth cerebral hemorrhage. 
The hospital insurance policy which she had 
carried for a number of years had been invali- 
dated by previous hospitalization. Even had 
it been available, she did not want to go to the 
hospital because, she said, there was no one to 
look after her “boys”—an older brother and a 
mentally defective nephew of about 25 years. 
Here was a family that had never received a 
penny of public assistance; that owned its 
home; that managed to get along on the earned 
pensions of the two old people. The house- 
keeping service came to the rescue. And at 
least for 10 critical days when this family most 
needed help, there was someone to cook nourish- 
ing meals, do the laundry, keep the spotless 
home spotless, help the lady with her personal 
‘are, and, incidentally, save taxpayers the costs 
of hospitalizing her. * 

I have introduced this “human interest” 
story, because it exemplifies in many ways the 
human problems which make up the community 
problems, the public health problems; and it 
exemplifies the variety of human resources 
which must be called upon to help people meet 
their needs. 





World Health 


The mobilization of resources to meet human 
needs is the essence of world statesmanship to- 
day. Itisin this international arena that public 
health workers meet face to face the insepara- 
bility of their sphere of activity from that of 
other specialists. Professor Winslow has been 
a world health statesman since the years of the 
League of Nations Health Section. He has been 
telling us all this while that public health does 
not and cannot function apart from the politi- 
cal, economic, educational, and cultural forces 
in whatever society it serves. Likewise, indus- 
try, commerce, agriculture, education, and gov- 
ernment cannot function in isolation from pub- 
lic health. 

Several hundred American public health 
workers are facing these interdependent prob- 
lems today in their overseas assignments with 
the Mutual Security Agency and the Technical 
Cooperation Administration of the United 
States, and with the World Health Organiza- 


10 





Their 


tion and other international agencies. 
statesmanship will be measured not alone by 
their skill in applying modern techniques to the 
solution of age-old problems in entirely differ- 


ent social and physical settings. Public health 
statesmanship in the world community also 
consists in understanding the drive of poverty 
stricken peoples toward a better life, and in 
ability to work with representatives of other 
governments and of such related fields as agri- 
culture, education, industrial production, trans- 
portation, and communication. 

Public health workers have invaluable know]l- 
edge and experience to contribute to the plan- 
ning and conduct of programs for social and 
economic improvement in underdeveloped 
areas. Failure to take into consideration the 
health and medical aspects of any large-scale 
economic project may well lead to failure of the 
total plan. Here again, as in other situations 
I have mentioned, public health workers, as 
statesmen, must be alert to the health compo- 
nents in diverse social problems; must challenge 
disregard of health; and must exercise the arts 
of interpretation and communication in order 
that their technical skills may be used construc- 
tively. 


Conclusion 


In this somewhat random discussion, I have 
left untouched many specific problems in public 
health which call for statesmanship and many 
fields in which statesmanship of a high order is 
being exercised. I shall leave it to you to fill 
the gaps, for the qualities that make up states- 
manship in the boundless field of public health 
are the same in each sector. Let the measure of 
our statesmanship now and in the years to come 


be taken by this yardstick: 


“The objective of public health is not 
merely the prolongation of life but the 
increase of vigor, efficiency, and happi- 
ness of all the members of our complex 
society. . . It is no easy task that we 
have set ourselves, no task for those 
who fear opposition or criticism. 
Vested interests related either to eco- 
nomic profit or to prestige may stoutly 
bar the path to achievement. Even 
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when these are not involved, we are 
confronted by the stubborn resistances 
of humanity to those new ideas and 
new forms of organization against 
which the average individual desper- 
ately defends himself. We must be 
wise and understanding as well as 
courageous. The tasks of the future 
cannot be solved by formulae alone; 
at point after point on the road there 
will be struggle in which wounds will 
be given and taken. Yet the objec- 
tives before us are so great that men of 
heart and courage will not hesitate to 
meet the risk. . . The road is long but 
the goal is worth the hazard. Weneed 
assume no unnecessary burdens nor 
needless quarrels. But when we are 
sure we are right, we must go ahead.” 





The time? 1936. 


The place? The Milbank Memorial Fund 
Conference on Next Steps in Public Health (4). 
The speaker? C.-E. A. Winslow—inspira- 
tion of this series of lectures—public health’s 


great statesman. 
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International Certificate Requires Official Stamp 


Health officers who do not have an officia! stamp to certify inter- 
national vaccination certificates are requested to Lave a stamp made 
which includes the term “health officer” and Uc name and address 
of the health department. This stamp is required to attest to the 
signature of the immunizing physician, or physicians, affixed on the 
smallpox and cholera vaccination certificates entered in the new “Inter- 
national Certificates of Vaccination” form soon to be released. This 
document conforms with the International Sanitary Regulations effec- 
tive October 1, 1952, and replaces the “International Certificate of 
Inoculation and Vaccination,” PHS—731 (FQ), Rev. 12-48. No cer- 
tificate is valid without the stamp of a “health officer.” Public Health 
Service officers and medical officers of the Department of Defense will 
continue to use the seal of their respective service to authenticate these 
certificates. 

Yellow fever vaccination certificates will be issued to the traveler 
at the time he receives his vaccination at one of the designated yellow 
fever vaccination centers. This certificate must carry the stamp of 
the designated clinic. 
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The Prevention of Rheumatie Fever 


genre FEVER is a recurrent disease which can be prevented. 


It is 


now generally agreed that both the initial and recurrent attacks of the dis- 
ease are usually precipitated by infections with beta hemolytic streptococci. There- 
fore, the prevention of rheumatic fever and rheumatic heart disease depends upon 
the control of streptococcal illnesses. This may be successfully accomplished by 
early and adequate treatment of streptococcal infections in all individuals and by 
prevention of streptococcal infections in rheumatic subjects. 


Treatment of Streptococcal Infections 


In the general population at least 3 percent 
of untreated streptococcal infections are fol- 
lowed by rheumatic fever. Among certain in- 
dividuals, especially these with previous rheu- 
matic fever, the incidence is much higher. Ad- 
equate and early penicillin treatment, however, 
will prevent most attacks of rheumatic fever 
and eliminate streptococci from the throat. 


Diagnosis 


In most instances it is possible to recognize 
streptococcal infections by their clinical mani- 
festations but laboratory tests may assist in 
establishing the diagnosis. 


Epidemiology 


The seasonal pattern and presence of similar 
cases in the community or household may be 
helpful. For example, streptococeal infections 





This statement was released for publication this 
month by the Council on Rheumatic Fever and 
Congenital Heart Disease of the American 
Heart Association. It was prepared by the coun- 
cil’s committee on prevention of rheumatic 
fever of which Burtis B. Breese, M.D., is chair- 
man and the following are members: Marjorie 
7. Bellows, Edward E. Fischel, M.D., Ann 
Kuttner, M.D., Benedict F. Massell, M.D., 
Charles H. Rammelkamp, Jr... M.D., and Ed- 
ward R. Schlesinger, M.D. 
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in the northern United States are most common 
from January through June. Likewise, a case 
of scarlet fever in one child would suggest that 


a sore throat in another has the same etiology. 


Symptoms 


Sore throat—-onset sudden, in the tonsillar 


area, not in the trachea. 
Headache—common. 


Fever—variable, but generally from 101° to 
104° F. 


Abdominal pain—common, especially in chil- 


dren. Not too common in adults, but does 


occur. 


Nausea and vomiting—common, especially in 
children. 


These symptoms are usually not present: (1) 
simple coryza; (2) cough; (3) hoarseness. 
»~@ 
Stns 
Red throat—frequently beefy red, but if seen 
early the redness may be mild. 
Exudate—usually present. 


Glands—swollen, tender tonsillar glands at 
angle of jaw. 


Rash—scearlatiniform (characteristic of scar- 
let fever, not common). 


Discharge—otitis media and sinusitis indi- 
cated by (serous or purulent) aural or nasal 
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frequent complications of 


discharge are 
streptococcal pharyngitis. 


Laboratory 


White blood count—generally over 12,000 
and in children frequently over 20,000. 


Throat culture—positive for hemolytic strep- 
tococci. 


Therapeutic Response 


Almost without exception patients with 
streptococcal infections are vastly improved 
within 24 hours after penicillin has been started 
and the temperature normal, or nearly so. This 
therapeutic response is characteristic and if it 
does not occur, the chances are much against 
the disease being due to hemolytic streptococci. 


Treatment | 


In order to be effective, treatment should be 
started immediately when a streptococcal in- 
fection is suspected and continued for sufficient 
time to eradicate the streptococci from the 
throat. 

Penicillin is the drug of choice for treating 
streptococcal infections. 

Both the oral and the intramuscular routes 
of administration have been utilized success- 
fully for penicillin therapy of streptococcal 
infections. Intramuscular injections have been 
proved to prevent rheumatic fever. The data 
on the value of oral penicillin as a preventive 
are less complete. 

Oral administration in comparison to intra- 
muscular administration has these advantages : 


1. It is not as distasteful to many patients. 
2. It requires fewer physician visits. 
It has these disadvantages: 

1. Larger amounts of penicillin must be 
used. 

2. It is difficult to administer to vomiting 
or refractory children. 

3. In some adults it gives rise to persistent 
diarrhea and pruritus ani. 

4. It is difficult to be sure that treatment is 
continued for sufficient time and given 
in proper relation to meals to be ef- 
fective. 
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RECOMMENDED SCHEDULES 
Intramuscular Penicillin 


Children—one intramuscular injection of 
300,000 units of procaine penicillin with alumi- 
num monostearate in oil every third day for 
three doses. 

Adults—one intramuscular injection of 600,- 
000 units procaine penicillin in aluminum mon- 
ostearate every third day for three doses. 


Note: Less preferable, but usually effective—two 
doses as above at 3-day intervals. 


Oral Penicillin 


First 5 days: 200,000 to 300,000 units 14 to 1 
hour before meals and at bedtime (total of 
800,000 to 1.2 million units per day in four di- 
vided doses. Lesser amounts for children; 
larger amounts for adults). 

Second 5 days: 200,000 to 250,000 units 14 to 
1 hour before meals (total 600,000 to 750,00V 
units per day in three divided doses). 

Nore: To be effective, therapy should be continued 
for the entire 10 days even though the temperature 
may return to normal and the patient may feel better 
within 1 or 2 days. 


Combination of Intramuscular and Oral 


Penicillin 


Therapy may begin with one injection of 
penicillin (300,000 units procaine pencillin with 
aluminum monostearate in bil) and then, begin- 
ning 3 days after the injection, continued for an 
additional 7 days with oral penicillin accord- 
ing to the schedule outlined above for the sec- 
ond 5 days. 


Other Medication 


Aureomycin: Less effective than penicillin in 
controlling streptococcal infection but it is 
especially useful in those sensitive to penicillin. 
Dosage: Total 10 mg. per pound of body 
weight in four divided doses daily for 2 days. 
Cut dose in half for remaining 8 days of 
therapy. 

New preparations of penicillin: These may be 
effective and even preferable to the treatment 
schedules outlined, but at present they have 
not had sufficient trial to warrant their recom- 
mendation. 

















Other antibiotics: At present there are in- 
adequate data on their value. 


Not recommended for treatment 





Penicillin troches or lozenges. 





General Ruies for Prophylaxis 


Who should be treated? 


All individuals under the age of 18 who have 
had rheumatic fever or chorea and all those 
over this age who have had an attack within 









5 vears. 





When should prophylactic treatment be initi- 
ated? 


At the end of the second week of the attack 
of rheumatic fever or any time thereafter 
when the patient is first seen. Prior to the 
start of prophylaxis, beta hemolytic strepto- 
cocci should be eradicated by proper treat- 
ment. of the patient (see methods of penicillin 
therapy recommended above). 










Nore: In patients receiving ACTH or cortisone, be 
cautious that other infections are not masked since 
the prophylactic dose is inadequate to treat such con- 
current illnesses as pneumonia or meningitis. 









How long should prophylaxis be continued? 





In children, at least to the age of 18; in all 
those above this age, for at least 5 years from 
their last attack. 







Should prophylaxis be continued during the 
summer? 


Yes. 


Prophylactic Methods 


Sulfadiazine 


This drug has the advantage of being easy 
to administer, inexpensive, and effective (other 
newer sulfonamides are probably equally effec- 
tive). Although resistant streptococci have 
appeared during mass prophylaxis in the armed 
forces, this is rare in civilian populations. 
Dosage: From 0.5 to 1.0 gm. taken each morn- 
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Prevention of Streptococcal Infections 








Penicillin followed by sulfonamides. 
Sulfonamide drugs. 


Nore: Recurrences of streptococcal infection should 
be treated as primary attacks. 






ing throughout the year. ‘The smaller dose is 
to be used in children under 60 pounds. 

Toxic reactions: These are infrequent and 
are usually minor. However, in any patient 
being given prophylaxis with sulfonamides, 
consider all rashes and sore throats as possible 
toxic reactions to the drug, especially if they 
occur in the first 8 weeks of prophylaxis. The 
chief toxic reactions are: 


1. Skin eruptions: (@) Morbilliform, much 
like measles—continue drug with caution. (0) 
Urticarial—best discontinue treatment. (c) 
Scarlatiniform—often associated with sore 
throat and fever; unsafe to continue drug. 


2. Blood reactions: Leukopenia—Discon- 
tinue if white blood count falls below 4,000 
and polynuclear neutrophiles below 35 per- 
cent because of possible agranulocytosis 
which is often associated with sore throat and 
a rash. Because of these reactions, weekly 
white blood counts are advisable for the first 2 
months of prophylaxis. (The use of sulfona- 
mides therapeutically for any reason in this pe- 
riod should be preceded by a white blood 
count.) The occurrence of agranulocytosis 
after 8 weeks of continuous prophylaxis with 
sulfonamides is extremely rare. 


Penicillin 

Although experience with oral penicillin for 
the prophylaxis of rheumatic fever is more lim- 
ited than that with the sulfonamides, the anti- 
biotic promises to be a safe and effective pro- 
phylactic agent. Oral penicillin has the de- 
sirable characteristics of being bactericidal for 
hemolytic streptococci and of rarely producing 
serious toxic reactions. It has the disadvan- 
tages of being more costly than sulfadiazine 
and, because of the need to give it on an empty 
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Oral penicillin represents an alternative drug 


Epidemiology Course for Nurses 


The Public Health Service Communicable Disease Center has an- 
nounced a course in epidemiology for public health nursing personnel 
to be given April 27-May 15, 1953, at 441 West Peachtree Street, 
Atlanta, Ga.; field experience will be available to a limited number, 
May 18-June 26, 1953, at Jackson, Miss., or Montgomery, Ala. Those 
eligible to take the course include: communicable disease nursing 
consultants, public health nursing supervisors, and staff nurses, edu- 
cational directors, coordinators, and nursing instructors. 

The tuition-free course is designed to give the trainee a broader 
understanding of present-day communicable disease problems and 
their control, with emphasis upon the principles of epidemiology, the 
rationale of the collection of laboratory specimens, and the interpre- 
tation of laboratory reports; the field experience will give practice in 
applying these principles. 

Applications should be sent by April 1, 1953, to the Chief Nursing 
Consultant, 50 Seventh Street NE., Atlanta, Ga. 
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A Community Program for the Prevention 


Of Rheumatie Fever Recurrence 


By MARY ALICE SMITH, M.D. 


PUBLIC HEALTH program to demon- 
A strate techniques of community action in 
heart disease control began operation in Newton, 
Mass., in 1948. It was sponsored jointly by the 
Public Health Service of the Federal Security 
Agency, the Massachusetts Department of Pub- 
lic Health, and the Newton Health Department. 
The local medical profession was active in sup- 
port of the project, and continuing leadership 
was given by a cardiac program committee 
composed of six physicians from the staff of the 
Newton-Wellesley Hospital. The progress of 
the Newton Heart Demonstration Program, as it 
was named, has been reported periodically 
(1-4). This paper is an interim accounting of 
rheumatic fever activities in the Newton demon- 
stration. 

Five general areas of activity were delineated 
at the beginning of the demonstration program 
in 1948: physician education, voluntary mor- 
bidity reporting, community organization, nu- 
trition services, and rehabilitation. Subcom- 
mittees were organized for each of these areas. 
As experience was gained and the extent of the 
problem seen more clearly, some plans were 


modified. Morbidity reporting was abandoned. 


community organization was turned over to the 
Newton Community Council, and interest was 
directed to two or three new fields. One of 





Dr. Smith, formerly medical officer-in-charge 
of the Newton (Mass.) Heart Demonstration 
Program, Division of Chronic Disease and 
Tuberculosis, Public Health Service, is now resi- 
dent physician at Mount Auburn Hospital, 
Cambridge, Mass. 
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these, and a major heart disease problem in 
Newton, was rheumatic fever. 

In 1949, the most recent year for which data 
are available, rheumatic fever and its sequelae 
were the leading causes of death from disease 
in the 10- to 14-year-old age group; in the group 
between 15 and 24 it was third, being exceeded 
only by tuberculosis and malignant neoplasms. 
The amount of chronic disability caused by 
rheumatic fever is also considerable. Recur- 
rent attacks of rheumatic fever are common, 
particularly during the first few years follow- 
ing original onset, and each attack damages the 
heart more severely. 

Rheumatic fever attacks are nearly always 
preceded by hemolytic streptococcal infections. 
The rheumatic child possesses a peculiar vulner- 
ability and tissue reactivity to certain strep- 
tococcal infections (5). Most workers in the 
field now agree that the beta hemolytic strep- 
tococcus, Lancefield type A, precipitates the 
acute attack of rheumatic fever, even though the 
mechanism is as yet not fully understood (6). 
Children in families in which both parents have 
had rheumatic fever are much more likely to 
levelop the disease than are children of parents 
with no such history. Due to the influ- 
ences of the genetic factor and close associa- 
tion, siblings of rheumatic children are especi- 
ally susceptible (5). 

Early treatment of streptococcal infections 
with penicillin prevents rheumatic fever. In an 
Air Force study of some 2,300 persons, immedi- 
ate and thorough treatment of streptococcal in- 
fections with penicillin effected a 91-percent re- 
duction in the attack rate of rheumatic fever 
(7). The daily use of penicillin also has been 
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advocated to protect rheumatic fever patients 
against recurrent attacks. Other members of 
their families, too, should be treated when they 
have streptococcal sore throats. Massell and 
his colleagues at the House of the Good Samari- 
tan in Boston developed drug schedules in 1948 
for the protection of rheumatic fever patients 
against recurrences (8). 


The Newton Program 


On the basis of these and other clinical trials, 
the control of rheumatic fever in Newton 
seemed possible through application of existing 
knowledge even though it was incomplete. Pre- 
vious reports have described in greater detail 
the following major steps in the development of 
the rheumatic fever control program in Newton, 
a Boston suburb with a population of 85,000 : 

1. At a meeting held in December 1949, the 
cardiac program committee authorized a tele- 
phone survey of physicians to determine the ex- 
tent of preventive measures then being taken. 
From this survey, it was learned that virtually 
no efforts were being made to prevent recur- 
rence of rheumatic fever. 

2. As a result of these findings, a rheumatic 
fever subcommittee was set up to continue the 
program. 

3. Massell’s oral penicillin prophylactic 
schedules (4) were obtained by the sub- 
committee and introduced at one of the regular 
teaching sessions sponsored by the subcommit- 
tee on physician education. 

4. A plan was adopted for penicillin to be 
dispensed by the health department upon the 
physician’s prescription, at low cost, or free to 
those unable to pay. 

5. So that physicians might acquaint rheu- 
matic fever patients with the preventive care 
desirable for them, it was planned that the di- 
rector of public health would write to rheu- 
matic patients listed in his handicapped chil- 
dren’s file, requesting them to visit their 
physicians for advice about prophylaxis. 

6. In order to find families with children hav- 
ing a history of rheumatic fever, the coopera- 
tion of the public and parochial schools was 
obtained. A survey form distributed to 14,000 
children requested their parents to indicate any 
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knowledge of rheumatic fever in the family and, 
for verification of diagnosis, to include the name 
of the family doctor. 

7. It was also decided that a study of the 
prophylaxis program should be made to evalu- 
ate the effectiveness of efforts to place persons 
susceptible to rheumatic fever under their doc- 
tor’s care, as well as the effectiveness of the 
penicillin dosage schedule itself in preventing 
recurrences of rheumatic fever. 

During February and March 1950, these plans 
were put into effect: The availability of low- 
cost penicillin was announced ; letters were sent 
to the parents of school children in an attempt 
to procure additional rheumatic fever histories; 
and families known to include rheumatic fever 
patients received letters asking them to visit 
their physicians for appropriate instruction. 
As new rheumatic fever families were found, 
they, too, were directed to their doctors for 
prophylactic care. During the early months 
of the program, also, personal visits were made 
to physicians known to have rheumatic fever 
patients in their practice. To determine the 
approximate prevalence of streptococcal infec- 
tion in the community, free throat cultures of 
patients with suspected streptococcal infections 
were made by the Newton-Wellesley Hospital 
(9). 

In the fall of 1950, another announcement was 
made concerning the availability of low-cost 
penicillin and use of the prophylactic schedules. 
As a diagnostic aid, the local physicians then 
received a copy of a definitive article by Dr. 
T. Duckett Jones, outlining criteria for the 
diagnosis of rheumatic fever (70). 


The Study Group 


In December 1949, just before the program 
was instituted, only 16 percent of the known 
rheumatic fever patients were receiving any 
kind of protection against recurrence of their 
rheumatic fever. After record searching, phy- 
sician interviews and analysis of the family 
history questionnaires, it was believed that, as 
of January 18, 1952, all patients in need of pro- 
phylactic care were known to the health de- 
partment. On that date there were 74 such 
patients in the community of whom 55 were 
known to have had their initial attack since the 
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beginning of 1945 (table 1). All of these 74 
persons had been offered and were then receiv- 
ing some type of prophylactic care. In terms 
of the type of preventive measures advised, 
there were three groups of patients. 

The schedule (4) recommended to 52 
persons consisted of continuous daily pro- 
phylactic therapy for 5 years after the date 
of their last attack. Forty-four of these 
persons had had initial attacks since the begin- 
ning of 1945. There were 15 patients whose 
physicians were relying on the immediate treat- 
ment of streptococcal infections to protect them 
against rheumatic fever recurrence, only 5 of 
whom were known to have had their first attack 
since 1945. The seven patients receiving sul- 
fonamides had been taking them before the pro- 
gram began—all but one of these were under 
the care of physicians practicing outside 
Newton (table 1). . 

All but 1 of the 74 patients were between 5 
and 21 years of'age. Most of those who 
were known to have had signs or symptoms 
of carditis were in the “regular” penicillin clas- 


Table 1. Rheumatic fever patients in prophy- 
laxis study, Newton, Mass., by type of therapy 
and time of first attack, as of January 18, 1952 
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Table 2. Payment status of rheumatic fever 
patients receiving penicillin prophylaxis, as 
of January 18, 1952 


Number of patients 


Type of prophylaxis 








: ; Non- 
Total Paying | " 

paying 
Total____- eve! 67 | 36 31 
Penicillin regularly - - - - - 28 13 15 
Penicillin irregularly -- --- 24 | 10 14 

Immediate treatment for | 

streptococcal infections | 15 13 2 


sification. Involved in the care of these rheu- 
matic fever patients were 37 physicians, 26 prac- 
ticing in Newton and 11 outside the city, and 3 
clinies, of which 2 were attached to the local 
hospital. 

The patients who received penicillin are 
grouped in table 2 according to their payment 
status. Since the price of penicillin for 1 year 
was only about $60 per patient under the low- 
cost plan, many parents were able to pay this 
sum to prevent recurrences of the illness. 
However, when families could not afford the 
low-cost penicillin, their physicians could rec- 
ommend that it be furnished without charge. 


“Regular”. vs. “Irregular” 


More than half of the 52 persons who were 
taking penicillin received it regularly, return- 
ing to the health department about once a 
month for 33 days’ supply. There were 24, 
however, who were somewhat irregular in-fol- 
lowing the regimen and did not obtain suffi- 
cient penicillin to take the prescribed dosages. 
Some effort was made to discover why these 24 
were irregular in obtaining penicillin refills. 
Since there were about equal numbers in the 
groups paying and not paying within the 
classes getting “regular” and “irregular” peni- 
cillin refills, it is likely that some factors other 
than cost influenced the “irregular” group to 
neglect to obtain their monthly supplies. Of 
the 28 patients returning regularly, 17 were 
given prophylaxis within the first 3 months 
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of 1950, coincident with the major education 
effort. The remaining 11 were added to the 
series at a rate of about 1 each month thereafter. 

Interviews with the physicians brought out 
the fact that, in more than half the instances 
where patients were replenishing supplies only 
irregularly, the physicians had been unaware 
of the irregularities until these were brought to 
their attention. The same physicians were 
asked for their reaction to the suggestion that 
the health department should send out reminder 
cards to patients when their supply should have 
been consumed. Only about half the opinions 
favored this measure, and the suggestion was 
not pursued. 

Some physicians were able to keep all their 
patients in the “regular” penicillin category 
throughout the period of this study. Others 
were unsuccessful in teaching all of their pa- 
tients the advantages of the regular use of 
penicillin. 

Three physicians had patients in all three of 
the treatment categories—prophylactic penicil- 
lin, sulfonamides, immediate treatment for 
streptococcal infections. 

Of the 28 patients in the “regular” penicillin 
group, their physicians reported that only one 
had had a streptococcal infection while receiv- 
ing penicillin—a patient with scarlet fever in 
whom repeated throat cultures revealed no beta 
hemolytic streptococci. At least 11 other non- 
streptococcal infections, however, did occur 
within this same group. No penicillin reac- 
tions were reported by physicians. 

There were no recurrences of rheumatic fever 
among the 74 patients through January 18, 
1952. 

The program will be continued by a routine 
procedure in which, on finding children with 
rheumatic fever (as, for example, through a 
school physical examination), the health de- 








partment will send the child’s physician an an- 


nouncement 


a request that he return a card noting prophy- 
lactic measures being taken and permissible 
physical education activities at school. 
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Employment of the Older Worker 


By THEODORE G. KLUMPP, M.D. 


HE PRACTICE of compulsory retirement 
ype pension at a fixed chronological age }s 
a fairly new practice. Its adoption started with 
the incredibly swift industrialization of the 
1900's and the growth of large business units. 

The acceptance of pension retirement plans 
by industry was hailed on all sides as a great 
advance. Previously, older workers had simply 
been discharged without provision for their 
future welfare. The conventional idea had pre- 
vailed that workers should save for their old 
age or become dependent on adult offspring or 
on charity. Industry’s voluntary acknowledg- 
ment of a concern for the welfare of its workers 
beyond their years of service was indeed a step 
forward. 

Now, industry has accustomed itself to the 
practice of compulsory pensioned retirement at 
a fixed calendar age. The practice is simple in 
administration, and, during slack periods espe- 
cially, it provides an easy, automatic way of 
casting off a number of surplus workers who 
are generally on top of the pay scale. In 
addition, compulsory retirement opens doors 
for advancement, a custom which business will 
not easily yield. 


Human Side of Compulsory Retirement 


There is growing recognition, however, that 
the mere provision of bread and shelter for older 
persons is not enough. No longer are they re- 
garded as a statistical group—a series of figures 
on a sheet of paper—but they are regarded as 
individuals whose happiness is of increasing 
concern, 
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“Employment, . . . ‘nature’s physician,’ is so 
essential to human happiness that indolence is 
justly considered the mother of misery,” wrote 
Robert Burton over three centuries ago (1). 

Youth can be content with opiate dreams of 
future achievements. But those approaching 
50 or 60 can no longer derive solace from dreams 
of the future. Age plays for real stakes. It 
wants something to do, and that something must 
be real. Useful work is the most real thing we 
have to sustain us in this life of ours. 

Compulsory retirement at a fixed calendar 
age treats all Workers alike. But all workers 
are not alike. Some have the intellectual re- 
sources to occupy themselves without an occu- 
pation. Most people, however, are not happy 
when they are idle. In the words of the physi- 
ologist, Dr. A. J. Carlson, “The physiologic age 
of the worker is not synonymous with his 
chronologic age, owing to the individual vari- 
ables in heredity, mode of living, accidents, and 
sequelae of diseases” (2). 

What is popularly called old age is in truth 
only that period of life during which the rate 
of decline of cells, tissues, or organs has prog- 
ressed to the point where the decline is visible 
to the naked eye. The decline begins at con- 
ception, and it is not the same for all human 
beings nor is it equivalent for all organs and 
functions of the body. This is well illustrated 
by the life of Christen Jacobsen Dragenberg, 
the Dane who died in 1772 at the age of 146. At 
13, he went to sea. He took part in the service 
of three kings warring against Sweden and 
served many nations in merchant navies. When 
nearly 70, he was taken prisoner by Algerian 
pirates and sold as a slave. After 15 years, he 
escaped and again went to war against Sweden. 


-» At 111, he married a 60-year-old woman. 


Public Health Reports 








i's 











He outlived her and, when he was 130, pro- 
posed to several women. He was rejected but 
mastered his disappointment and lived on for 
16 years (2). 

Our society has been quite illogical and in- 
consistent in its attitude toward the older 
worker. 

On the one hand, we have not objected to 
electing or appointing older persons to positions 
of greatest responsibility. In the 81st Con- 
gress (Ist and 2d Sessions, 1949-50), 34 per- 
cent of the Senators were over 60, as were al- 
most 19 percent of the Representatives. In a 
study made in 1946 I found that over 44 percent 
of 500 top business executives who were listed 
consecutively in the 1946 edition of “Poor’s Reg- 
ister” were over 60. Bernard Baruch, 82 years 
of age; Arturo Toscanini, 85; Herbert Hoover, 
78; General George Marshall, 71; and Ambassa- 
dor Walter Gifford, 67, have not found their age 
an obstacle in the path of progress. 

On the other hand, we maintain blind and 
unselective compulsory retirement rules for the 
rank and file of workers. Such rules automati- 
cally eliminate those who have reached the same 
age regardless of their fitness, ability, and con- 
tribution to the group. 


Economic Side of Compulsory Retirement 


From an economic point of view, it would be 
sound policy to permit older people to work as 
long as they are productive and desire to work. 
Since a country’s national wealth, purchasing 
power, and standard of living rest squarely on 
productivity, our economic stream flows best 
when we have the largest number of active pro- 
dlucer-consumers. The unemployed contribute 
nothing to the economy. 

In about 30 years, the United States will have 
more individuals over 45 years of age than the 
61 million (4) gainfully employed today. It is 
conservatively estimated that by 1980 there will 
be between 160 and 180 million people; 66 mil- 
lion of them will be 45 and over; 24 million will 
be 65 and over. 

If in 1980, for example, we were to employ 
only one-fifth of the estimated 24 million people 
over 65, at an average annual salary of $2,500, 
they would earn for themselves 12 billion dol- 
lars each year. This load of support would be 
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taken largely off the shoulders of young work- 
ers. The more emeritus workers, the greater the 
burdens will be on those active workers who 
must support them, either by direct contribu- 
tion or by taxes, along with their own families. 

The argument has been made that older work- 
ers should be cleared out to make way for 
younger ones. This is only another way of say- 
ing that there are more workers than jobs. Dur- 
ing World War II, no one was afraid that the 
old or the physically handicapped were taking 
jobs from younger, more able people. There is 
no arbitrary age at which the older worker be- 
gins to repress the younger. Every older indi- 
vidual high on the ladder of advancement holds 
a job a younger person feels he can fill. ‘This 
will be just as true in 1980, when we may be 
forced to retire people at 45 or 50, if we have 
failed to find a more logical way of reducing the 
disparity between jobs and workers. 

From another point of view—we are witness- 
ing today a great ground swell of public senti- 
ment in favor of State or Federal old age pen- 
sions for those over 65. The figure of $100 a 
month is one prominently mentioned objective. 
By 1980, this could cost the country $28,800,- 
000,000. When this sum is added to other wel- 
fare benefits which have been adopted, or prob- 
ably will be, we are confronted with an astro- 
nomical figure which some statesmen declare we 
cannot afford. 


Why Selective Retirement? 


In view of these facts, it is increasingly clear 
we must overcome the prejudices of present-day 
employers against hiring older workers and re- 
tention of the fit. The fixed formula of retire- 
ment must be made more flexible and must be 
broken down into alternative possibilities : 

Continued work for the fully productive. 

Job reassignments for those capable of performing 
other duties. 

Down-grading and “tapering off” when necessary or 
desirable. 

A whole new system of fitness testing, job 
analysis, and selective placement awaits de- 
velopment. 

To encourage the cooperation of industry, 
some economists have suggested a pension tax 
rebate so that employers will keep workers be- 
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yond the compulsory retirement age. Henry 
W. Steinhaus, in a study for the National In- 
dustrial Conference Board, considers that an 
employers’ tax incentive is feasible, and, in ad- 
dition, he proposes an increase in pension bene- 
fits for employees for each year their retirement 
is deferred beyond age 65 (4). 

We choose and we select when we hire. Can’t 
we do the same when we retire our workers ? 

We should devise methods of determining 
which people are capable at 65 or 70 and which 
people are not. A man isn’t fit one day and 
unfit the next because a page of the calendar has 
turned. By the same token, he isn’t conserva- 
tive one day and liberal the next, or cautious 
one day and reckless the next. 

The Armed Forces have successfully handled 
the problem of selective retirement by retire- 
ment board procedures which determine the 
physical and mental fitness of servicemen and 
officers in the light of the current needs of the 
services. Perhaps industry could find in these 
procedures a sound basic pattern which can be 
adapted to its own purpose. An infinitesimally 
small number of industrial organizations have 
practiced selective retirement with success. 

In any circumstances, a social rule which 
eliminates the fit with the unfit, which destroys 
the good with the bad, or which punishes the 
innocent with the wicked is not a good ruie. 
Social progress may be measured, in the last 
analysis, by the degree of skill and discrimina- 
tion with which society solves the individual 
problems of its members. 

Bernard Baruch is quoted in the Washington 
Daily News of December 29, 1949, as saying: 

“How hideous a mockery it would be if, as a 
result of advances in medicine, surgery, hy- 
giene, and higher living standards, older people 
were left willing and able to work but Society 
deprived them of something to do.” 








Fortunately, the idea that compulsory re- 
tirement on a calender age basis is wrong is 
gaining general acceptance. The National 
Health Assembly on May 4, 1948, unanimously 
adopted a recommendation to this effect (6). 

In his 1948 report to the President on the 
Nation’s health, the Federal Security Admin- 
istrator states: 

“Efforts should be directed toward accom- 
plishing selective retirement based on individ- 
ual capacity rather than age . . . Both public 
and private employers would profit equally 
with employees from working out techniques 
for gradually relieving individuals of more tax- 
ing responsibilities as they develop the limita- 
tions of advancing age, by keeping pay com- 
mensurate with productivity and by full use of 
the possibilities of vocational retraining” (7). 

But ideas are sterile unless we act on them. 
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Towns and villages shown are those where 100 or more tests are counted. 


Percentages are reactor rates among 5- and 8-year-old children. 


By EDWARD S. WEISS, M.P.H. 


LTIHOUGH it is generally recognized that 
tuberculosis constitutes one of the most 
serious health problems in Alaska, few specific 
data are available for measuring its extent. 
The commissioner of health for Alaska has 
quoted a 1950 tuberculosis death rate among 
the Eskimos, Indians, and Aleuts of 600 per 
100,000 population and a prevalence of active 
tuberculosis of 25 percent in some villages (7). 
In comparison, the estimated tuberculosis death 
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rate in the continental United States in 1950 
was about 23 per 100,000 population (2). 
Prerequisite to a reasonable interpretation of 
these figures for’ Alaska, however, is some 
knowledge of the number and distribution of 
the people. The 1950 civilian population, based 
on Bureau of the Census figures (3) was 
about 108,000: Eskimos, Indians, and Aleuts 
numbered 34,000 ; other civilians, mostly whites, 
74,000. The white population is concentrated 
in a few comparatively large cities, but the 
Eskimo, Indian, and Aleut population is 
scattered throughout the Territory in many 
small villages (figs. 1 and 2). Evaluation of 
the magnitude of the tuberculosis problem 
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Figure 1. 


therefore presents difficulties not usually en- 
countered in public health practice in the States. 
The 90-percent increase in the white civilian 
population of Alaska between 1939 and 1950 
was largely due to the entry of employable 
adults and their children into the Anchorage 
and Fairbanks areas. Since many of these 
newer residents, as well as some of the older 
ones, return to the States for medical care, 
especially when extended hospitalization is in- 
volved, tuberculosis mortality statistics are of 
little value with respect to this group. 
Rejecting mortality statistics as an index of 
prevalence leaves two practical measures: mass 
X-ray survey results and tuberculin sensitivity 
data. Although records of both are available, 
the latter provide greater coverage numerically 
and geographically. They are a byproduct of 
an extensive BCG program of the Alaska De- 
partment of Health. Since age-specific tuber- 
culin sensitivity rates are among the most use- 
ful measures of the prevalence of infection, the 
results of tuberculin tests have been tabulated 
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Estimated distribution of the white population of Alaska, 1950. 


and analyzed for specific racial groups in desig- 
nated geographical areas in order to achieve 
a preliminary definition of the tuberculosis 
problem. 


Materials and Methods 


In September 1948, the Alaska Department 
of Health began its BCG program. By the 
spring of 1951, when the program was inter- 
rupted for administrative reasons, about 30,000 
tuberculin tests had been performed on civilian 
persons of all ages throughout the Territory. 

In general, groups which were predominantly 
Eskimo, Indian, or Aleut were tested with a 
dose of 0.00002 mg. (1 tuberculin unit) of PPD- 
S; those which were predominantly white, with 
0.0002 mg. (10 tuberculin units) of the same 
product. However, the Aleuts whose records 
were selected for this study received a dose of 
(0.0002 mg. of the tuberculin. 

Results of the tests were recorded only as 
negative or positive. The reaction was classi- 
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Figure 2. Estimated distribution of Eskimo, Indian, and Aleut population of Alaska, 1950. 


fied positive if the area of induration measured 
8 mm. or more in diameter 48 hours after in- 
jection of the tuberculin. 

The records of 6,504 children through age 14 
years who were tested on the first visit of the 
BCG team to their respective communities were 
selected for tabulation and analysis. The age 
limit of 14 years was set when preliminary ex- 
amination of the data disclosed that almost all 
native adults and older children were reactors. 
Over half of the original group of records was 
eliminated on this basis. The availability of 
two sets of data based on different tuberculin 
doses and the existence of less than 20 records 
for small isolated communities were other rea- 
sons for eliminating records. 

Although combination of tests with different 
doses was avoided, no further distinction was 
made between the results of tests with the 0.0002 
mg. and the 0.00002 mg. doses. Furcolow and 
his colleagues (4) showed that although there 
was a marked increase in the number of reactors 
among tuberculous children as the PPD dose 
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was increased from 0.000001 mg. (0.05 tuber- 
culin unit) to 0.00001 mg. (0.5 tuberculin unit). 
the latter dose brought the S-shaped dose- 
response curve so near its upper asymptote that 
the next increase to 0.0001 mg. (5 tuberculin 
units) elicited few additional reactors. They 
further showed that the greatest increments in 
reactors among apparently nontuberculous chil- 
dren were in the tenfold steps above 0.0001 mg. 

The difference in the two doses used in the 
Alaskan program, therefore, cannot account for 
more than a negligible portion of the differences 
in sensitivity rates. 


Results 


The age-specific tuberculin sensitivity rates 
for each of seven groups, homogeneous with re- 
spect to race, area, dose, and pattern of response, 
and the observations from which they were com- 
pated are presented in the table. 

A number of alternative ways of summariz- 
ing these data for comparative purposes are 
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Tuberculin sensitivity, by age, race, and area, Alaska, 1948-51 














Eskimo | Indian | Aleut White 
(ir Age ) Yukon Northwest | Aleutian | 

a eae and coast and | Interio Southeast Islands South Southeast 

Kuskokwim| Seward nterior | (panhandle)| to central (panhandle) 
Deltas | Peninsula Kodiak 
Percent positive 
] | a | ; 

Under 1_.- 12.8 4.1 19. 0 4.9 | 2. 5 | 0 0 

1 to 2. é 41.8 19. 1 | 25. 0 9. 6 | 11. 1 a 0 
3 to 4 z 76. 6 40. 6 | 30. 2 13. 7 | 25. 0 | 0 a 
5 to 6 86. 9 | 62. 0 | 52. 0 23. 4 | 25. 4 4.5 6 

| 
7 to 8_ 91. 0 | 72. 6 79. 2 21.4 45. 1 7.0 5 
9 to 10 : Sea 88. 9 80. 1 81.8 49. 6 52. 6 8. 2 2. 0 
11 to 12 ; ae 95. 5 83. 0 $1.2 46. 0 60. 0 6. 1 6. 4 
1 Ue | ees et 94, 7 88. 1 92. 9 52. 1 83. 9 13. 9 10. 5 
Number tested 

All ages sek seas a 1, 262 1, 500 201 702 582 1, 274 983 
YR ee 109 | 147 21 41 | 40 | 80 | 26 
6% SSE eee eee ea 196 | 237 36 | 83 | 81 | 132 | 84 
3 to 4. _- See ae ee 184 | 229 | 43 80 | 84 | 165 | 132 
2. ESSE SERS er See ee 183 | 216 25 | 111 | 71 178 | 169 
crcwisuabnane 177 | 164 24 112 | 91 214 | 194 
Er eae 152 176 22 117 78 184 | 148 
i Sees 110 171 16 87 75 163 125 
ky | ee eee 151 160 14 71 62 | 158 | 105 


available. For example, the annual infection 
rate required to establish the observed levels of 
sensitivity or the age at which 50 percent of the 
children had attained sensitivity to the antigen 
might be used. In preference to these more ele- 
gant parameters, a simple expression of the pro- 
portion of reactors in the middle age groups, 
5 through 8 years old, was selected. 

The proportions of reactors among children 
5 to 8 years old in each of the seven groups, 
designated by race and area, are shown on the 
map on the title page. They range from an al- 
most unbelievable high of 89 percent for Eski- 
mo; in the region of the Yukon and Kuskokwim 
Deltas to 0.6 percent for white children in the 
southeastern panhandle. 

The Eskimo children of the northwest appar- 
ently are less exposed to infection than their 
southern kinsmen, for the sensitivity rate there 
is 67 percent, about the same as that found 
among the Indians of the interior (65 percent). 
Southeastern Indians appear to be in a compar- 
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atively favorable condition, with 22 percent of 
their 5- to 8-year-old children reacting to tu- 
berculin. 

The comparable rate among Aleuts is 36 per- 
cent, very high in comparison to the 6 percent 
and 0.6 percent observed among white children 
in the two designated areas but much lower than 
that for either group of Eskimos or the Indians 
of the interior. 


Discussion 


The variations in sensitivity among the seven 
specified Alaskan groups almost cover the range 
recorded for the rest of the world. No available 
report, not even that based on tests of “Chinese 
children of the poorest classes” (5), shows lev- 
els of sensitivity exceeding those observed 
among the delta Eskimos. On the other hand, 
few communities in the United States show lev- 
els lower than those recorded for the white chil- 
dren of the panhandle. Myers, for example, 
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states that there are now many schools in Min- 
nestota in which no child reacts to tuberculin 
(6). That goal is within the grasp of one group 
of Alaskans, but at present completely out of the 
reach of many others. 

The success of any control program attempt- 
ing to deal with tuberculosis in Alaska or even 
with tuberculosis among the Eskimo, Indian, 
and Aleut population in Alaska will require an 
appropriate “area control” viewpoint. Differ- 
ent plans, procedures, and objectives may have 
to be used for various areas. 


Summary and Conclusion 


1. The records of tuberculin tests on 2,762 
Eskimos, 903 Indians, 582 Aleuts, and 2,257 
white children through age 14 years were 
selected from records of the Alaska BCG 
program. 

2. The records were tabulated to show the 
age-specific sensitivity rates prevailing in se- 
lected population groups. 

3. The rates observed for Eskimo, Indian, 
and Aleut children 5 to 8 years old ranged from 
89 percent among a large group of Eskimos to 
22 percent among Indians of the southeastern 
panhandle. The rate for another group of 
Eskimos and the Indians of the interior was ap- 
proximately 65 percent. 

4. Sensitivity rates of 0.6 and 6.0 (similar to 
those observed in cities of the United States) 


were found among white children aged 5 to 8 
years old. 

Although conventional control measures are 
probably adequate for maintaining or reducing 
the low prevalence of tuberculosis among the 
white residents of the Territory and the Indians 
of the southeastern area, it is unlikely that they 
can succeed among the other groups in Alaska. 


* * * 


A list of the villages selected for this report, 
number and date of tests in each, and the dosage 
of tuberculin used may be obtained from the 
author. 


REFERENCES 


(1) Albrecht, C. Earl: Public health in Alaska 
United States frontier. Am. J. Pub. Health 
42: 694-698 (1952). 

(2) U. S. National Office of Vital Statistics: Provi- 
sional vital statistics for January 1952 with data 
on cause of death for December 1951. Monthly 
Vital Statist. Rep. 1: 1-8 (Apr. 4, 1952). 

(3) U.S. Bureau of the Census: Population of Alaska. 
Advance Reports, Series PC—11, No. 4, 1952. 

(4) Furcolow, Michael L., Hewell, Barbara, Nelson, 
Waldo E., and Palmer, Carroll E.: Quantitative 
studies of the tuberculin reaction. I. Titration 
of tuberculin sensitivity and its relation to tuber- 
culous infection. Pub. Health Rep. 56: 1082- 
1100 (1941). 

(5) McDougall, J. R.: Tuberculosis. Baltimore, Wil- 
liams and Wilkins, 1949, p. 265. 

(6) Myers, J. A.: Immunity in tuberculosis. J. A.M. A. 
146: 1492-1500 (1951). 


Indexes for 1952 


The index to Public Health Reports for 1952 (vol. 67) will be pub- 
lished as a separate and distributed to all subscribers with an early 
issue. In addition to author and subject entries for all material which 
appeared in the monthly issues, the index will contain data for Public 
Health Monographs as well as a cumulative listing of monograph titles 


published through December 1952. 
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Complement Fixation Tests 
For Murine Typhus 
On Small Mammals 


By RUTH KEATON, B.S. 
BILLIE JO NASH, B.A. 
J. N. MURPHY, JR., M.A., M.S.P.H. 
J. V. IRONS, Sc.D. 


HE IMPORTANCE of commensal rats 

and their fleas in the epidemiology of en- 
demic typhus was well established in 1931 (J, 2). 
Following Dyer’s report (3) on the experi- 
mental infection of the woodchuck, meadow 
mouse, and whitefooted mouse with endemic 
typhus, Brigham (4, 5) indicated that many 
species of rodents and other mammals were ap- 
parently susceptible to endemic typhus. Spar- 
row (6) recovered a strain of endemic typhus 
rickettsiae in the house mouse (J/us musculus), 
as did Brigham (7) with his experiments on a 
field mouse (Peromyscus sp.). 

In view of the wide distribution of endemic 
typhus in commensal rats in Lavaca County 
reported by Irons and associates (8), inquiry 
into the possible occurrence of infection in other 
small mammals seemed worth while. Morlan 
and co-workers (9) used the complement fixa- 
tion test as an indication of natural infection, 
but Rickard and Worth (/0) considered the 
findings on the wild-caught cotton rat (Sig- 
modon hispidus) to be nonspecific. 


Methods 


Live animals were captured in 1945 and 1946 
near Hallettsville, in southeast Texas. Gen- 
erally, the ectoparasites were identified while 
The ectoparasites to be tested for typhus 
were appropriately pooled and stored on dry 


alive. 
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ice under glass seal. The animals’ brains were 
removed for tissue infectivity tests and were 
also stored on dry ice. Tests of the tissues of 
serologically reactive animals and pools of their 
fleas aided in evaluating the significance of low 
titers. 

Blood samples were obtained by cardiac 
puncture soon after capture of the animals. 
Serums were separated aseptically and were 
kept at ice-box temperature until examination. 
Serums were inactivated 30 minutes immedi- 
ately before testing at 56° C. Each serum 
was subjected to a quantitative complement 
fixation test employing endemic typhus rick- 
ettsiae. A slight modification of the pro- 
cedure described by Brigham and Bensgton 
(11) was used. The result was recorded as 
reactive when a 3+ or greater reaction was ob 
tained with satisfactory controls at a 1:20 or 
greater dilution of serum. 

When a serum was reactive, the correspond- 
ing brain suspension was emulsified and inocu- 
lated individually into hamsters for evidence of 
typhus. With negative serologic findings, the 
brains of animals of the same species, particu- 
larly from the same trapping area, were simi- 
larly tested in pools of varying number. Pools 
of fleas from the same host species taken in the 
same area were similarly tested. Each hamster 
was bled twice, both before inoculation and 3 
or 4 weeks later, and the serums were run in the 
quantitative complement fixation test. With 
positive findings, titers tended to be high on the 
second bleeding. This was the procedure 
recommended by Plotz, Wertman, and Bennett 
(12) for identifying rickettsial agents isolated 
in guinea pigs or mice. The utilization of 
specific complement fixation tests is much more 
economical than cross immunity and other tests 
in the guinea pig for identifying endemic 
typhus rickettsiae. A summary of findings is 
shown in the table. 

The brain tissues of 3 of 17 house mice (Afus 
musculus) taken from 3 of 44 places surveyed 
yielded typhus rickettsiae. Most of the house 
mice were trapped on premises in close associa- 
tion with commensal rats. Curiously enough, 
those trapped in the fields were uniformly nega- 
tive. Native rats and mice were found strictly 
in the fields. Tests of the brain tissues from the 
cotton rat (Sigmodon hispidus), the pack rat 
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Results of complement fixation tests for typhus fever on animal serums 


Mammal species 


Didelphis virginiana (opossum) ren oren 
Neotoma floridana (pack rat) - : . tie oe uentatnns 
Baiomys taylori (field mouse) _---------------------- 
Sigmodon hispidus (cotton rat) eek 
Spilogale indianola (civet cat) Sees 
Mus musculus (house mouse) - LR ee ee : 
Perognathus hispidus (pocket mouse) aa aac - 
Peromyscus leucopus (white-footed mouse) ; : 
Geomys breviceps (gopher) erm 
Procyon lotor (raccoon) _ - Dteta tee 
Reithrodontomys fulvescens (harvest mouse) - " nee 


Titer percentage 


Total IRR es Se eee 
number age re- 
tested active Above 
1:20 1:40 1:40 
27 6.9 6. 9 " 
14 14. 2 7. 1 7.1 
101 0 P i 
62 8. 0 8. 0 
2 0 acmeue 
216 7 2 9 1. 6 2.3 
3 0 — 
5 0 
28 0 - - 
13 0 
9g 0 





(Neotoma floridana), and the opossum (Didel- 
phis virginiana) were uniformly negative. 

A pool of 20 fleas (Ctenocephalides felis), 
collected from two opossums at Hallettsville 
in the summer of 1946 and not previously re- 
ported, gave an unequivocal positive test for 
typhus. These opossums were trapped in an 
oil mill which had not been dusted with DDT. 
The opossums showed negative complement fix- 
ation tests. Eight pools of fleas collected from 
negative rats and mice and tested for harborage 
of typhus rickettsiae gave negative results. 


Discussion 


Although occasional serums from cotton rats, 
wood rats, and from an opossum were reactive 
in the complement fixation test for endemic 
typhus, the titers were relatively low. How- 
ever, similar findings on commensal rats prob- 
ably would have been considered as evidence of 
infection or immunity to typhus. Low titers 
and failure to demonstrate the infectivity of 
brain tissues of cotton rats, pack rats, or opos- 
sums cast doubt on the specificity of serologic 
findings on these animals. The percentage of 
house mice showing positive serologic findings 
was also relatively low, but the titers were not 
invariably low, and endemic typhus rickettsiae 
were obtained from the brains of three house 
mice. The relatively few places harboring house 
mice with evidence of past infection contrasted 
sharply with findings for the domestic rat (8). 

The finding of typhus rickettsiae in a pool of 
fleas collected from the two opossums, and in 
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other pools of fleas collected from nonmurine 
hosts (13, 14) was perhaps fortuitous, as it is 
possible that the fleas had acquired the infection 
from rats. At any rate, these findings do not in 
uny way detract from the primary role of com- 
mensal rats in the epidemiology of endemic 
typhus fever. 


Summary 


Endemic typhus rickettsiae were recovered 
from brains of three house mice taken from 
human habitations and from a pool of 20 fleas 
collected from two opossums. 

House mice trapped in fields were uniformly 
negative. 

Unequivocal evidence of typhus in small 
mammals other than commensal rats and mice 
was not obtained. 

Serologic findings on the pack rat, cotton rat, 
and opossum were of doubtful signtficance. 
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Public Health Service Staff Announcements 


A new post has been created in the Bu- 
reau of State Services of the Public Health 
Service to give over-all direction to field 
research. Dr. Justin M. Andrews will fill 
the post as an Assistant Surgeon General 
and Associate Chief of the Bureau. He 
will direct the programs of applied re- 
search in the control programs and at the 
same time will work with the States in 
their programs requiring research. The 
major Public Health Service units involved 
are the Communicable Disease Center at 
Atlanta, the Environmental Health Cen- 
ter at Cincinnati, and the Arctic Health 
Research Center at Anchorage. 

Since January 1951, Dr. Andrews has 
been chief of the Communicable Disease 
Center, and was deputy chief for 6 years 
previously. He is a nationally known au- 
thority on malaria and other insect borne 

° disease. His experience includes 12 years 
of university teaching, the direction of 
Georgia’s malaria and hookworm service, 
and wartime service in Europe and the 
Pacific. He is a member of the Board of 
Editors of Public Health Reports. Dr. 
Andrews, a senior scientist, was commis- 
sioned in the Public Health Service in 
1946. 

Dr. Theodore J. Bauer succeeds Dr. 
Andrews as Chief of the Communicable 
Disease Center. Dr. Bauer has been chief 
of the Division of Venereal Disease since 


May 1948. Before that he was for 5 years 
the venereal disease control officer of the 
Chicago Board of Health and medical offi- 
cer in charge of the Chicago Intensive 
Treatment Center for venereal disease. 
Dr. Bauer, a commissioned medical offi- 
cer, has served in the Public Health Serv- 
ice since December 1934. 

Miss Bertha Tiber, Public Health Serv- 
ice commissioned nurse, has been assigned 
to Tripoli to work with Libyan nurses and 
other health aides to extend public health 
nursing services, especially in rural areas. 
Her assignment is part of the United 
States technical assistance program. Miss 
Tiber recently served as chief nurse in 
the American Zone of Germany and, in 
1945, as chief nurse of the Middle East 
Office at Cairo of the United Nations Re- 
lief and Rehabilitation Administration. 

Dr. Oswald F. Hedley, 49, chief of the 
public health office of the Mutual Security 
Agency, died November 18, 1952. His Pub- 
lic Health Service career began as an in- 
tern in 1918 and included research in rheu- 
matic heart disease as well as numerous 
field assignments here and abroad. In 
1947-48 he was medical director of the 
American Mission for Aid to Greece. Until 
his association with the Mutual Security 
Agency in 1950 he served as liaison officer 
for the Economic Cooperation Adminis- 
tration. 
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Provisions of State Laws Governing 


Local Health Departments 


By CLIFFORD H. GREVE, M.S.P.H. 


OR SOME TIME the need for a study of 
the provisions of State laws applicable to 
the establishment and operation of local health 
departments has been apparent from the re- 
quests which the Public Health Service has re- 
ceived for information or assistance on this sub- 
ject. The primary purpose of this study was 
to secure information that would be useful to 
States planning legislative programs aimed to- 
ward organization and development of local 
health departments. 

Since there are marked variations in patterns 
of local governments, no model legislation has 
been developed. However, some type of ad- 
visory group composed of representatives of 
State and local governments as well as the Pub- 
lic Health Service may be established in the 
near future to develop recommended alterna- 
tive provisions that may be incorporated into 
State statutes or regulations. 

The field work on the study was accomplished 
by the regional office personnel of the Public 
Health Service with the assistance of the re- 
gional attorneys. A questionnaire was com- 
pleted for each State on the basis of an analysis 
of the State’s statutes and regulations. Infor- 
mation on procedures governed by commonly 





Mr. Greve is chief of the analysis and reports 
section of the Division of State Grants, Bureau 
of State Services, Public Health Service. He 
was associated with Joseph W. Mountin, M.D., 
in the development of “Public Health Areas 
and Hospital Facilities—A Plan for Coordina- 
tion.” 
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accepted practices was supplied by interviews 
with State health officers or their representa- 
tives. In addition, State health officers were 
requested to state their opinions of desirable 
provisions that should be included in statutes. 

This preliminary report is confined to a fac- 
tual analysis of existing laws, regulations, and 
commonly accepted practices with respect to 
boards of health, health officers, and the orga- 
nization of local health departments. Reports 
relating to financing and staffing of health de- 
partments and powers of health officers, boards 
of health, and health departments are in prep- 
aration. 


General Comments 


In many States the legislation with respect 
to local health departments has dealt primarily 
with boards of health and health officers. Fre- 
quently, legislation permitting the organization 
of health departments as agencies of local gov- 
ernment was added in piecemeal fashion. A|- 
though conflicting laws were generally repealed, 
failure to do so m some States has led to 
marked confusion as to the legal status of health 
department activities. 

The study also reveals that in the absence 
of statutes dealing with some of the more im- 
portant aspects of local health department or- 
ganization, State health departments have been 
reluctant to prescribe regulations directed to 
these specific problems. 

From the data collected, it is apparent that 
there are large volumes of statutes applicable 
only to cities and that these provisions in a 
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given State may vary markedly from the pro- 
visions applicable to counties and districts. It 
is also apparent that certain types of local gov- 
ernmental units are frequently exempt from 
general statutory provisions, but are covered by 
special statutes not generally applicable to all 
local governmental units. 
The existence of specific 
with various classes of local governmental areas 
does much to complicate the establishment of 
local health departments. For example, in one 
State there are six classes of local governmen- 
local health de- 
rach class 


statutes dealing 


tal areas which may form a 
partment, provision being made for 
under a different set of statutes. New legisla- 
tion introduced under these circumstances fre- 
quently only adds another procedure by which 
local health departments may be formed, rather 
than clarifying and simplifying the several ex- 
isting provisions for* the formation of local 
health departments. 


Local Boards of Health 


Local boards of health are mandatory by stat- 
ute in at least some type of local governmental 
area in 41 States. Six other States have permis- 
sive provisions for boards of health applicable 
to some local governmental areas. There is 
only one State in which no statutory provision, 
either mandatory or permissive, is made for 
boards of health. Regulations for the estab- 
lishment of local boards of health exist in only 
two States, and in both of these States statutory 
requirements also are present. Although pro- 
vided for by law, local boards of health do not 
actually function in some States. 

Table 1 
health are provided for by mandatory statutes 
generally applicable only to local areas. Three 
States* have mandatory provisions applicable 
only to cities. Four States have permissive au- 
thority which is generally applicable to local 
areas, and 2 States have such _ provisions 
applicable only to cities. There are 14 States 
in which it is mandatory for some governmental 
areas to have boards of health while it is permis- 
sive for other areas to have them. There are 
3 States in which current statutes require 
local areas to have boards of health, but legisla- 
tion recently enacted makes it permissive for 


indicates that in 24 States, boards of 
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Number of States having manda- 
tory or permissive statutes for establishing 
local boards of health, by type of statutory 
provision ' 


Table 1. 


Number 
Type of statutory provision of 
States ? 


Mandatory provisions only _ 27 
Mandatory me generally applicable to 
local area 24 (5) 
Mandatory aauia applicable only to cities 3 (3) 
Mandatory and permissive provisions- - - 14 


Mandatory in some local areas but per- 


missive in others _ _ - 11 (8) 
Mandatory under current law but per- 
missive in units established under new 
legislation - sme = eee 3 (1) 
Permissive provisions only. Js om 6 
Permissive statutes generally applicable 
to local areas_ _ _- ft 
Permissive statutes applicable only to cities. 2 (2) 
No mandatory or permissive provisions I 


1 Since the basic governmental unit in New England 
is the town, the data for these States have been included 
in the same category as county data for the other States. 

2 Figures in parentheses indicate the number of 
States included in the tabulation in which the provision 
is applicable only to certain local governmental areas 
or only under certain conditions. 


newly created health departments to have such 
boards. 

State health officers, when asked to comment 
on the advisability of local boards of health, al- 
most unanimously expressed the opinion that 
such a body should exist, but expressions as to 
its function varied widely. Three State health 
officers questioned the desirability of a local 
board, 7 felt it should function as an advisory 
body only, while 33 felt that it should serve as 
a policy-making body through the adoption of 
rules and regulations. 


District Boards of Health 


Districts may be defined as a health jurisdic- 
tion which encompasses more than a single local 
governmental area. Such districts may be 
city-county, multicounty, multicity, or any 
other combination of local governmental areas. 
Thirty-six States provide through statute for 
some type of board of health in districts and one 
State does so by generally accepted practice. 

There are three general types of boards of 
health established in areas comprising health 
districts: (a) A district board of health repre- 
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senting all constituent areas within the dis- 
trict; (6) both a district board of health and 
separate boards for each constituent area; and 
(c) a separate board of health for each con- 
stituent governmental area within the district 
(table 2). 

Twenty-nine States provide for the first type 
by statute. Five States have statutory pro- 
visions for district boards of health which pro- 
vide that the district board be composed of 
members of the several separate boards of health 
of the individual governmental areas of the 
district. Under such a plan, each constituent 
area has a separate board of health and also has 
representation on the district board. Two 
States provide by statute for a separate board 
for each constituent area, and one State does 
so by commonly accepted practice. 


Appointment of Boards 


Statutes sometimes name certain local legis- 
lative or administrative officials who shall con- 
stitute the board of health, or in other instances 
the responsibility for the appointment of the 
board may be delegated by law to either the lo- 
cal legislative body or some administrative of- 
ficial. The State health officer or the State 
board of health appoints local boards of health 
in a few States. Representatives on district 
boards of health are generally appointed either 
by the local legislative body or an administra- 
tive official of each constituent governmental 
unit in the district. Sometimes members of 
Table 2. Number of States in which district 


boards of health are provided by statute or 
common practice, by type of board 


Com- 
Type of board Statute: on 
. prac- 
tice 
a pauses a = - : NT | 
District board representing all con- 
stituent areas_______- kwwomal ae Rae 
Both a district board and separate 
boards for each constituent area 5 (3) 
Separate board for each constituent 
governmental area 2 (1) 1 
Total__. Bis ._.| 36 (6) ] 


! Figures in parentheses indicate the number of States 
included in the tabulation in which the provision is 
applicable only to certain governmental areas or only 
under certain conditions. 
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the legislative body or an administrative official 
of each constituent area serve on the district 


board. 

Almost universally State health officers in 
commenting on the method of appointing local 
boards of health indicated that members of 
such boards should be appointed by the local 
legislative body or by an administrative officer. 
A few State health officers pointed out that a 
primary consideration was that appointments 
be nonpolitical in nature. The statutes of 
some States specifically limit the number of 
board members that may be from the same po- 
litical party. 


Local Board Representation 


Table 3 indicates that 34 States have statutes 
which provide for professional representation 
on boards of health, but in 15 of these States 
such provisions are limited to certain areas or 
conditions in their application. Two States 
provide for professional representation by com- 
monly accepted practice under certain condi- 
tions. Professional representation usually con- 
sists of one or more doctors of medicine, but in 
a limited number of States dentists and phar- 
macists are also included. By prescribing that 
certain officials constitute the board of health, 
some States practically preclude professional 
representation on such boards. Most State 
health officers felt that the medical profession 
should be represented on boards of health, but 
one-third of them indicated that physicians 
should not constitute a majority of the member- 
ship. 

Nearly three-fourths of the States provide 
that. certain’ local administrative officials shall 
be members of the board of health by reason of 
some other county or city office which they 
hold. In 14 States such provisions are appli- 
cable only to certain areas or are qualified as to 
the conditions under which they are applicable. 
Frequently, separate statutory provisions ap- 
plicable to cities or to districts exist in addition 
to the general statutes. 

Two-thirds of the States have statutes which 
require geographic representation on district 
boards of health. One State requires such rep- 
resentation through commonly accepted prac- 
tice without a statutory provision. 
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Table 3. Number of States having membership or procedural requirements for local boards of 
health prescribed in statutes or commonly accepted practices which have general or limited 
application 

oa a es | 

, - States with pro- | States with pro- 
Total States with visions generally | visions of limited 
oa applicable application ! 
Membership or procedural requirements 
Common Common Common 
Statute practice Statute practice Statute practice 
Membership requirements | | 

Representation: | 
Poreememel........... Se ee a ee eee 34 | 2 | aaa 15 | 2 
Local administrative officials___..........--.-.-.----- | eS | ae 
i a cals hain hang iii accra 31 1 23 1 _ | See! 
Local legislative body-.-.-.-....----------- bind net 23 1 12 1 | fa 
i dn a ste in dp apd ging nicki eahad a elena _ f ee a | eee 

Health officer: 
os a nce isi nvidia louie mnamicaidab lade 16 1 | ae 12 1 
Ex-officio member- - - --.------------- Eee ee 19 2 7 1 12 1 
Not a member-.---.-.-.-.---- Eee ane eno ee” 16 4 9 | 3 7 1 
Other requirements 

Residence in health jurisdiction. ___....___.---------- 33 6 | 25 | 6 _e (See 

Eligibility to vote in jurisdiction. __-_-_-.------------ 13 6 10 | 5 3 | 1 

et SE nntcdencdenkvavenccuccsnnowe 3 3 2 i 2 2 | 1 

Procedural requirements | 
Meetings 
SEE ee eee ree se eel enya See ee eee spi eae eae __& epee 18 |_ ‘5 7 
EERE NES SNE SPS: ETE en eee 28 5 20 | + 8 | 1 
Guerum required *...................- re A. 18 9 10 | 5 8 | 4 
Meetings governed by bylaws 2____.-_------- MOVERS 15 4 5 | 1 10 3 
Compensation of board members: 
A a ad eae elaie 17 3 11 | 1 6 | 2 
Ee stesiaseiadastes dette sibabamiiiaaiiel 14 4 6 8 | 3 
I a 7 1 | 1 | 1 | eae 














1 Refers to States where provisions are applicable only to some governmental areas or under some conditions. 


2 One State has regulations governing these items. 


There are 23 States in which members of 
the local legislative body by statute constitute 
all or some part of the board of health, but in 
11 States such representation is limited to cer- 
tain conditions or areas. In oné State this 
type of representation is established by com- 
mon practice. 

In recent years there has been considerable 
interest expressed in having the general public 
represented on boards of health. The question- 
naires reveal that 19 States have statutory pro- 
visions requiring the general public to be rep- 
resented, but in 10 of these there are limited 
conditions under which such representation oc- 
curs. There are 8 other States in which repre- 
sentation of the general public is excluded be- 
cause these States generally have statutory 
provisions which name specific officials or mem- 
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bers of the legislative body to the board of 
health, with no opportunity for the general 
public to be represented. It is interesting to 
note that three-fourths of the State health offi- 
cers commented that there should be represen- 
tation of the general public on local boards of 
health. 

One-third of the States have statutory pro- 
visions permitting the local health officer to 
serve as a regular member of the board of health. 
Twenty-one States permit local health officers 
to serve as ex-officio members of boards of 
health. However, the service of health officers 
as regular or ex-officio members of boards of 
health is usually limited to certain classes of 
local areas or only to certain conditions. 

It is obvious from the foregoing that there is 
little uniformity among the States as to the 
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membership representation on local boards of 
health. Frequently, more than one of the 
groups mentioned are represented. Legislative 
members, local administrative officials, and the 
medical profession are the most prevalent 
groups included in membership. In addition, 
the majority of the States include the health 
officer as either a regular or ex-officio member 
of the board, although there are at least 20 
States in which he is not a member of boards 
serving at least some local areas. 


Other Membership Requirements 


Table 3 also indicates that statutes in more 
than two-thirds of the States require members 
of boards of health to be residents of the health 
jurisdiction. In addition, six States have this 
requirement in practice. Statutes in about one- 
quarter of the States require that board mem- 
bers be eligible to vote in the jurisdiction, while 
six other States make this a practical require- 
ment. Statutes are generally silent with re- 
spect to the requirement that board members 
be taxpayers in the area. 


Term of Office 


Wide variation exists in the term of Office 
for members of local boards of health, although 


statutes in most States prescribe the term. 
About one-third of the States specify terms 


of 2 years or less. Ten States have statutes 
calling for an indefinite term of membership 
for all or some local boards of health. It 
should be pointed out that a State frequently 
has statutory provisions which specify a differ- 
ent tenure for members of local boards serving 
counties and for those serving cities. More 
than half the States have statutes which pro- 
vide that the expiration dates for terms of board 
members shall be staggered so as to give some 
continuity to the board. 


Procedural Requirements 


Statutes in 29 States specify that boards of 
health shall hold regular meetings and indicate 
the frequency of such meetings, although such 
provisions are of limited application in 11 
States. Predominantly, meetings are held 
monthly or quarterly, with the latter taking 
some precedence over the former interval. 
Slightly more than half the States have statu- 
tory provisions establishing a procedure for 
calling special meetings of boards of health. 

Statutory specification of minimum fre- 
quency of board meetings was favored by three- 
fourths of the State health officers. The ma- 
jority stated that legal provisions should pre- 


Table 4. Number of States providing for appointment of local health officers by statute or commonly 
accepted practice, according to type of appointing authority 





Appointing authority 








Health officers of single governmental areas: 
IE EE SEE ELIE EEE 
IES SES Bie DE a ee 
Local board of health..................--------- - 
NN | EEE 
Local administrative official. ___.._.._..._-...------ 

Health officers of districts: 
ee wae eb ckueee ; 
ee CN Oe gg cc pcasoandeenewnea 
Disteiet beard of heelth...................... 
Local board of health in each unit____-__ ~~ -- 
Local legislative body in each unit__..__---.-------- 


| 























2 States with pro- | States with pro- 
a visions generally | visions of limited 
P applicable application ! 
Common] g Common) g ; Letaeaeata 
Statute practice Statute practice Statute | practice 
} | 
12 1 23 l 9 a 
7 -_—-——-=— 2 | 5 } _——_—=— 
32 3 23 1 9 | 2 
22 1 10 1 12 
15 2 | 1 | | 14 2 
7 | 5 | 5 4 | 2 1 
2 | 2 | 
28 | 25 | 3 
4 | 1 4 | 1 | 
1 1 | 1 








1 Refers to States where provisions are applicable only to some governmental areas or under some conditions. 
2 One State has regulations in addition to statutes covering this authority. 
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Table 5. 


Number of States providing for confirmation of local health officers by statute or commonly 


accepted practice, according to type of confirming authority 


Confirming authority 


Confirmation in single governmental areas: 
State health officer 
State board of health 
Local legislative body 
Local administrative official 
Local board of health __- 
Confirmation of district health officers: 
State health officer 
State board of health 
Local legislative body of each unit 
District board of health 


Total states with 


Statute 


States with pro- 
visions of limited 
application ! 


States with pro- 
wovisions visions generally 
I . applicable 


j 
| 


Common 
| practice 


Common 
practice 


Common 
| practice 


Statute Statute 


2 | 


! Refers to States where provisions are applicable only to some governmental areas or under some conditions. 


scribe the minimum saumber of meetings, with 
provisions for special meetings whenever local 
conditions demand. 

The data indicate that boards of health are 
required to have a quorum by statute in 18 
States and by generally accepted practice in 
9 other States. Only 15 States have statutes 
specifying that deliberations of boards of 
health be governed by bylaws. In addition, 
there are four States in which the actions of 
boards are so governed in practice. 

In 20 of the States members of local boards 
of health are entitled to travel expenses either 
by statute or by commonly accepted practice. 
In 14 States they receive per diem by law, and 
in four other States by accepted practice. In 
only eight States are members of local boards 
of health entitled to receive salaries. 


Appointment of Local Health Officers 


Many States have more than one provision 
for the appointment of health officers. The 
methods of appointment are associated gener- 
ally with the methods for establishing local 
health departments. Some statutory provision 
for the appointment of local health officers 
exists in every State, although such provisions 
are frequently limited in their application to 
certain areas or conditions. Table 4 indicates 
that local health officers serving units other 
than districts are usually appointed by the lo- 
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cal board of health, the local legislative body, 
or the State health officer. There are 20 States 
in which either the State board of health or 
the State health officer may appoint certain lo- 
cal health officers. However, this power is 
usually limited to instances in which the regu- 
lar or local appointive machinery breaks down. 

Health officers serving districts are appointed 
under statutory provisions by the district board 
of health in 28 States and by the State health 
officer in 7 States. In addition, there are five 
States in which district health officers are ap- 
pointed by the State health officer by accepted 
practice. Local legislative bodies seldom ap- 
point district health officers, and appointment 
by a local administrative official was not found. 

Twenty-nine States have statutory provisions 
for the confirmation of the appointments of 
health officers, while nine other States follow 
this procedure in practice. Generally, the State 
liealth officer, State board of health, or the local 
legislative body is delegated the authority to 
confirm the appointments of local health of- 
ficers. Confirmation of the appointment of dis- 
trict health officers occurs infrequently, but 
where confirmation is required the State health 
officer or the State board of health is usually 
delegated this responsibility. 

The consensus of State health officers is that 
the local health officer should be appointed lo- 
cally—either by the board of health or the legis- 
lative body. However, 28 indicate that his ap- 
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pointment should be confirmed by the State 
health officer. Twelve others recommend that 
he should be required to meet specifications of 
the State health department, but that the ap- 
pointment should not actually be confirmed. 
Eight believe that he should be appointed by 
the State health officer or State board of health. 


Other Provisions for Health Officers 


In seven States local health officers serving 
some types of local health departments become 
deputy State health officers by law. In eight 
other States they hold this position through 
commonly accepted practice. 

Statutes in nearly three-fourths of the States 
provide that at least some cities, towns or town- 
ships may retain a local health officer even 
though the governmental area itself becomes 
part of a larger health jurisdiction. The com- 
ments clearly indicate that State health officers 
generally oppose the retention of a legally des- 
ignated health officer in minor governmental 
areas of a health jurisdiction. It is the opinion 
of State health officers that the health unit di- 
rector should exercise the authority of health 
officer throughout the health jurisdiction and 
that any other health officers should be subordi- 
nate to him. 

By statutory provisions, local health officers 
serving at least some types of local health de- 
partments are selected in 16 States under a merit 


system. Seven additional States have regula- 
tions to this effect, and eight States select local 
health officers in this manner by practice. In 
those States in which the law specifically in- 
dicates the manner in which local health officers 
shall be appointed, such procedures may pre- 
clude his selection under a merit system. 
Thirty-nine State health officers indicate that it 
is desirable for local health officers to be selected 
under a merit system. 

There is wide variation in the statutory pro- 
visions for term of office for local health of- 
ficers and equally wide variation in the accepted 
practice where no statutory requirements exist. 
The questionnaires indicate that local health of- 
ficers most frequently have either a 2- or 4-year 
term of office. There has been a definite trend 
in recent years for the term to be made indefi- 
nite. In several of the States with statutory 
provisions specifying the term of office there 
is actually no reappointment of health officers 
at the intervals specified. 


Qualifications Required 


More than two-thirds of the States require 
by law that local health officers possess the 
qualifications for a State license to practice 
medicine (table 6). In five States this requisite 
is specified by regulation, and in two States the 
requirement is by common practice. Most of the 
States with stipulations that the health officers 


Table 6. Number of States prescribing specific qualifications for local health officers by statute, 
regulation, or common practice 


Total States with 


provisions 


States with provisions 
of limited application ! 


States with provisions 
generally applicable 





Type of qualification ae ae 


Stat- | Regu- |Common| Stat- | Regu- |Common Stat- | Regu- Common 
ute lation | practice ute lation | practice ute lation practice 


Qualified for State license in medi- 
cine ?__ ; 34 5 

Required to secure State license 
in medicine ? 

Provisions for temporary licensure 
in medicine _-__- 11 1 

Full-time service _- 31 3 

Training in public health___ 17 8 

Experience in public health____- 7 


2 27 4 2 7 1 

4 25 3 4 7 ] 

2 11 1 2 

5 12 2 3 19 ] 2 
2 7 4 l 10 4 ] 
1 2 8 1 5 2 


! Refers to States where provisions are applicable only to some governmental areas or under some conditions. 
2 Required by regulation in two States as well as by statute. 
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Table 7. Number of States with statutes or commonly accepted practices designating governmental 
authority to which local health officer is responsible, by type of authority 








Type of authority to which health officers are responsible 


Responsible authority in single governmental areas: 
State health officer _ - - 
State board of health 
Local board of health_- _- es 
Local legislative body___.-.----------- Leasete 
Local administrative officer....................--.- 

Responsible authority in districts: 

State health officer 





| 
-/| 


| | 
States with pro- | 
visions generally | visions of limited 


States with pro- 





Total States with 














er 
—sceiaiatanes | applicable | application ! 

EE Has Rey Meee PE eee 

Statute practice | Statute | practice | Statute | Practice 

19 | 2 | 18 2 1 

S 7 1 | : 

35 | 4 | 27 2 g | 2 

12 | 4 6 4 6 | 2 

9) 2 2 7 | 1 

13 3 13 3 Pe = 

| aS Pee 1 _ Pave: 

29 3 28 3 SS eee 

3 4 2 4 1G Sere eee 








qualify for a State license actually require 
them to secure the license. Only 11 States make 
statutory provisions for temporary licensure 
of health officers, one additional State provides 
for such licensure by regulation, and two States 
do so by practice. 

The laws of 31 States require at least some 
health officers to serve full time though such 
statutes are generally limited in their applica- 
tion (table 6). In addition, three States have 
regulations requiring full-time service and five 
States require it by accepted practice. Fre- 
quently, the regulatory requirement or practice 
of requiring full-time service of local health 
officers is related to the health department’s 
eligibility for State financial assistance. 

Twenty-seven States require public health 
training of local health officers serving at least 
some types of health departments. Such re- 
quirement is twice as frequently specified by 
statute as by regulation. Usually, the provi- 
sion ts general, not specifically stating the 
amount or kind of training required. 

Only 7 States require by statute that health 
officers have experience, but 10 States have regu- 
requiring experience. The present 
shortage of qualified health officer personnel has 
made difficult the enforcement of experience 
requisites in existing statutes and regulations. 

The majority of State health officers were 
opposed to defining qualifications of local 
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health officers in statutes. The major objection 
indicated was that specificity in this matter 
makes conditions too rigid and hampers the 
recruitment of personnel. Many indicated that 
qualifications, if defined, should be set forth in 
State health department regulations rather 
than in statutes. A number favored a flexible 
system, with required training and experience 
commensurate with the size and complexity of 
the individual health unit. Nearly all State 
health officers felt that local health officers 
should be legally licensed physicians. Several 
State health officers indicated that such items as 
personality, administrative ability, interest in 
community health, and ability to get along well 
with people are more important than specified 
training or experience backgrounds. 


Responsibility of Local Officers 


Table 7 indicates that State statutes and prac- 
tices hold local health officers responsible to 
several types of governmental authorities. In 
many instances the health officer is responsible 
to more than one authority and is frequently 
responsible to some authority other than the one 
which appointed him. In most cases when dual 
responsibility exists, the health officer is respon- 
sible to some local authority and to the State 
health officer. Table 7 indicates that the local 
health officer is most frequently responsible to 
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the local board of health or to the State health 
officer. 

The data also reveal that district health of- 
ficers are infrequently responsible to the sep- 
arate governmental areas comprising their 
district, but are usually responsible to the dis- 
trict board of health or to the State health 
officer. 


Governmental Basis of Health Units 


For several years health experts have been 
interested in the types of local governmental 
areas which may establish health departments. 
There are now 42 States which have statutes 
making it possible to establish single county 
health departments. The six States which have 
no legal provisions for establishing single 
county health departments are located pri- 
marily in the New England area where the 
county as a local governmental area has prac- 
tically no meaning. The establishment of single 
county health departments is mandatory in 
four States. Laws governing the establishment 
of city health units are in effect in 44 States 
and such units are established in common prac- 
tice in 1 other State. In eight States it is man- 
datory for all or some cities to establish local 
health departments, while in four States cities 
are not permitted to establish separate health 
departments. 

The fact that most counties in the United 
States have insufficient population and financial 
resources to meet the high costs of maintaining 
a separate local health unit, plus the shortage 
of qualified health officers, has spurred the de- 
velopment of district health departments to 
serve more than a single local governmental 
unit. Legislation is usually necessary to permit 
local governmental areas to combine and form a 
district for the operation of a health depart- 
ment. There are now 34 States which have 
statutes permitting 2 or more counties to form 
a multicounty health department; in 2 States 
such districts have been formed without specific 
legal authority. There are 27 States which have 
legislation permitting the creation of city- 
county health departments, and 5 States have 
established this type of district in practice 
without specific statutory authority. These 
foregoing two types of district health depart- 
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ments are the most prevalent, but statutes exist 
in several States which permit the formation 
of other types of districts. The laws of 15 
States permit multicity units and a like number 
permit multitown or multitownship units; 11 
States permit the combination of cities and 
townships; 10 States permit the combination of 
counties, cities, and townships; and 8 States 
permit the combination of counties and town- 
ships. In addition, a few States have estab- 
lished these more unusual types of districts in 
practice although no statutory authority exists, 


Methods of Establishment 


There are several methods by which local 
health departments may be established. Local 
health departments serving either single units 
of government or those serving multiple gov- 
ernmental areas are most frequently established 
through action of the local legislative body or, 
in district areas, of each constituent legislative 
body within the district (table 9). The sec- 
ond most popular method is by referendum 
of electorate. This method is permitted by law 
in 16 States with respect to single governmental 


Table 8. Number of States having permissive 
or mandatory authority for the establishment 
of local health departments, by type of gov- 
ernmental area * 





Mandatory 
authority 2 


Permissive 

| authority ? 

Type of governmental |__ 
area 

Prac- | Stat- | Prac- 


ate | tice | ute tice 

Counties.........-----| 38 (3)j...... 4 (2). 
ESI TE 1| 8 (5)| 
Towns or townships___| 16 Li 2th) 
Districts: 

Multicounty-------- 3 34 (1) 2/1 

City-county - - - - - -- 27 5 

|, eee 15 2 

Multitownship- 5 (2) 2 

Citv-township - - - - ll 3 

County-city-town- 

RES 10 (1) 3 |. 
County-township-_- 38 (1) so 








1 Authority for establishing local health departments 
is not prescribed by regulation in any State. 

2 Figures in parentheses indicate the number of 
States included in the tabulation in which the provision 
is applicable only to certain governmental areas or 
only under certain conditions. 

3In 1 State statute is applicable under certain condi- 
tions and practice is applicable in other situations. 
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Table 9. 


Number of States providing specific procedures for the establishment of local health 


departments by statute or commonly accepted practice 


Total States with 
provisions 


Type of procedure 


Statute 


Single governmental areas: 


Action of local legislative body 37 
Referendum of electorate 16 
Action of State legislature 5 
Action of State health officer 4 
Other procedures 2 


Multigovernmental areas: 
Action of local legislative body of each 


constituent unit 35 
Referendum of electorate 17 
Action of State health officer 8 

Approval of local authorities required _ - 3 
Action of State legislature 2 
Other procedures 6 


Common 
practice 


States with provisions | States with provisions 
generally applicable | of limited application ! 


Common 
practice 


Common 


: Statute 
practice 


Statute 


4 22 3 15 l 
1 13 3 1 
3 2 
2 3 2 ] 
1 2 ] 
22 13 
14 3 
4 6 4 2 
2 : 2 
2 
6 


| Refers to States where provisions are applicable only to some governmental areas or under some conditions. 


areas and in 17 States with respect to multiple 
governmental areas. This plan normally re- 
quires that a certain percentage of electors sub- 
mit a petition asking that the question of creat- 
ing a local health department be placed upon 
the ballot. Local health units of either the 
single-unit type or district type are infre- 
quently established by action of State health 
officers or State legislatures, although such 
methods are permitted by law in several States. 

It is the opinion of State health officers that 
the establishment of local health departments 
is a matter for local determination. A few 
State health officers indicated that State legis- 
lative action should make them mandatory. 
Local legislative action or local referendum, or 
a combination of the two, were deemed by State 
health officers as the most expedient methods 
for initiating action to establish local health 
departments. The same general methods were 
favored for the establishment of district health 
departments. More State health officers, how- 
ever, felt that in order to foster some logical 
plan for state-wide districting, such depart- 
ments should be subject to the approval of the 
State health officer. 


Dissolution of Local Units 


Statutes usually fail to specify the manner in 
which local or district health departments may 
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be dissolved. In 15 States there are no statutory 
provisions for the dissolution of health units. 
Action by the local legislative body is the most 
frequent method employed to dissolve a health 
department; 15 States have such statutory au- 
thority with respect to single governmental 
units and 13 States with respect to multigov- 
ernmental units. Such action is taken by com- 
monly accepted practice in 13 States for single 
county units and in 11 States with respect to 
district health departments (table 10). Refer- 
endum of the electorate is the second most pop- 
ular method for dissolving local health depart- 
ments, with 6 States making this method ap- 
plicable to single governmental areas. Seven 
States provide by statute for the dissolution of 
districts by referendum action of the electorate 
of the whole jurisdiction while 6 States pro- 
vide for referendum of electorate of each con- 
stituent area. In several States it is most diffi- 
cult to dissolve a local health department once 
established. 

State health officers feel that dissolution 
should be by the same procedure as establish- 
ment. Several indicated, however, that a health 
department should be in operation for at least 
a reasonable period of time before dissolution 
should be permitted. Many who indicated that 
establishment should be by either referendum 
or local legislative action were of the opinion 
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that dissolution should not be permitted with- 
out referendum. The majority of State health 
officers felt that the desirability of withdrawing 
from a district should be determined by each 
governmental unit. However, they also felt 
that provisions should be made for a waiting 
period, or a period following notification of 
withdrawal, to allow for adjustment in the 
remainder of the unit. 

Table 11 indicates that only 4 States re- 
quire all governmental units within a county 
or district health jurisdiction to join the health 
department. There are 10 States in which 
statutory provisions permit any type of 
city to remain outside county or district 
health departments; 10 additional States per- 
mit cities of specified population size to 
do so, and 7 States permit cities to remain 
outside the county or district unit if they 
have a health department of their own. There 
are a few States in which towns may also re- 
main outside the county or district health de- 
partment. On the other hand, almost three- 
fourths of the States permit cities and towns to 
join the county or district health jurisdiction, 


Table 11. Number of States having provisions 
of statute and practice permitting local gov- 
ernmental areas to remain outside county or 
district health jurisdiction, by type of local 
governmental area 


Type of governmental area 
permitted to remain outside 
county or district health 
jurisdiction ! 


Common 


Statute ; 
practice 


None ; j 
Cities of any type__- 10 
Cities of certain classes or 
population size ? 10 
Cities with a health depart- 
ment » 
Any city, county, or town 5 2 
Cities or towns 1 2 
Towns : 2 


1 Since the basic governmental unit in New England 
is the town, the data for these States have been included 
in the same category as county data for the other States. 

2 One other State has statutory provision permitting 
counties of certain population size to remain out of 
districts. 


and 9 additional States do so in_ practice 
without statutory provisions. 

Statutory provisions require that districts 
serve contiguous local governmental areas in 


Table 10. Number of States providing specific procedures for the dissolution of local health 
departments by statute or commonly accepted practice 


Total States with 
provisions 


Type of Procedure 


Statute 
Procedures in single governmental areas: 
Action of local legislative body__- 15 
Referendum of electorate __-_ _- : 6 
Action of State health officer___- _ 
Approval of local authorities re- 
quired _ - ee ee 
Action of State legislature _- 3 
Other procedures-_- -- - - - -- 10 
Procedures in district areas: 
Action of local legislative body of each 
constituent unit_________.- ee 13 
Referendum of electorate of whole 
jurisdiction a dieters tadola ania 7 
Referendum of electorate of each 
Ce RS og, hz oo cc csedoneue 6 | 
Action of State health officer___- Deaia 2 
Approval of local authorities re- 
SSS eee ne 2 
Action of State legislature _- —_ 1 
See 7 


Common Common 


States with States with 
provisions generally provisions of limited 
applicable application ! 


Common 


Statute Statute 


practice practice practice 
13 9 10 6 3 
3 4 3 2 
7 5 2 
4 3 I 
1 2 
1( 
11 9 9 4 2 
1 5 ] 2 
2 5 2 l 
8 | 8 1 
6 1 6 l 
1 
7 


! Refers to States where provisions are applicable only to some governmental areas or under some conditions, 
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Table 12. 


Total States with pro- 


visions 
Criteria prescribed 
Com- 
. | via be 
Statute | eee mon 
practice 
Mandatory staffing 26 H 1 
Specific services__- 3 4 ] 
Plan required___------- 2 I 1 
Plan must have State ap- 2 1 1 
proval. 
Minimum population 2 2 5 








Number of States prescribing criteria by statute, regulation, or commonly accepted 
practice that must be met in order to be eligible for State financial assistance 


States with provisions 


States with provisions 
of limited application ! 


generally applicable 


Com- Com- 
Statute ne on mon Statute ~ i mon 

practice practice 
1 4 10 | 2 1 
l } 7 3 5 
2 1 12 We 3 
2 1 12 * ‘ 
l 2 3 2 2 





1 Refers to States where provisions are applicable only to some governmental areas or under some conditions. 
2 In 1 State mandatory staffing is required of districts by statute and of other local health departments by practice. 


22 States; 5 additional States require such an 
arrangement by commonly accepted practice. 
Only 5 States have statutory limitations as 
to the number of governmental areas which 
may combine to form health districts. Also, 
such limitations are infrequently imposed in 


practice. 


State Financial Assistance 


There has been some interest in recent years 
in the development of criteria which local 
health departments should meet in order to be 
eligible for financial assistance from the State. 
Such criteria generally include mandatory staff- 
ing requirements. Table 12 indicates that such 
staffing requirements are specified by statute in 
six States and by regulation in four others. In 
practice, there are 11 additional States which 
require local health departments to employ cer- 
tain types of personnel. 

A second criteria involves basic services which 
local health departments are required to render. 
Nineteen States have some requirements with 
respect to basic services, but in only 12 States 
are they generally applicable and in those they 
are usually applied in practice rather than by 
statute. 

Local health departments infrequently are 
required by statute to submit a plan of action. 
However, nearly one-third of the States require 
such plans in practice. Ifa plan is required of 
the local health department, it is generally sub- 
ject to approval by the State. 
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Criteria for State financial assistance some- 
times include a minimum population which the 
department should serve, but only nine States 
require local health departments to serve a min- 
imum population. 


Summary 


While most States have some statutory pro- 
visions for the creation of boards of health, the 
appointment of local health officers, and the es- 
tblishment of local health departments, there 
is wide variation between the several States in 
the details of the statutory provisions. Basi- 
cally, statutes provide for boards of health 
either appointed by or composed of members 
of the local legislative body, or local adminis- 
trative officials. These boards generally have 
the responsibility of designating the local 
health officer who directs the local health de- 
partment program. The health officer is usu- 
ally responsible to the authority which 
appointed him, but, in addition, may be re- 
sponsible to other local authority and particu- 
larly to the State health officer. 

Most States have statutory provisions which 
permit the establishment of county or city 
health departments through action of the local 
legislative body or through popular referendum. 
Only about three-fourths of the States, how- 
ever, have such legislation permitting the es- 
tablishment of health districts serving more 
than a single local governmental area. 
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The Fundamental Sciences vs. Rule-of-Thumb 


Abatement of Stream Pollution 


Caused By Industrial Wastes 


By ROLF ELIASSEN, D.Sc. 


NDUSTRIAL waste.;, varied in nature and 
l potent in strength, have been with us for a 
long time. But in recent years they have been 
increasing in volume and variety at a rapid rate. 

Legislation is pressing industry and munic- 
ipalities to abate the pollution of streams by 
controlling or treating their wastes. The 
times call for rational, economical decisions. 
To make them, every sanitary engineer needs 
to know a great deal more about the funda- 
mentals of the sanitary engineering profession 
and its relationship to industrial wastes. 

Throughout the years, sanitary engineers 
and sanitary scientists have developed and put 
into practice treatment processes involving 
chemical, physical, and biological phenomena 
characteristic of domestic sewage. Domestic 
sewages do not differ much, unless mixed with 
industrial wastes. And many civil engineers, 
with only a rudimentary knowledge of design 
criteria for treatment plants, can adopt the 
regulations of State health departments and 
proceed with plant designs. Through the ef- 
forts of sanitary engineers in these depart- 
ments, design criteria have been made sufli- 
ciently liberal to insure adequate treatment 
under average conditions. 





Dr, Eliassen is professor of sanitary engineer- 
ing at the Massachusetts Institute of Technol- 
ogy and served as an advisory member of the 
United States delegation to the Fifth World 
Health Assembly in May. This paper is based 
on a presentation before the American Soeiety 
of Civil Engineers, October 23, 1951, at New 
York City. 
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Changing Needs 


In recent years special problems have put new 
demands upon the ingenuity of sanitary design- 
ers and operating personnel. This is particu- 
larly true in cities having appreciable propor- 
tions of industrial wastes mixed with domestic 
sewage. Research has led to more economical 
and more easily operated processes, and many 
excellent treatment plants are in operation. 
Furthermore, many sanitary engineers are set 
to meet new demands from industry. But it 
must be conceded that rule-of-thumb engineer- 
ing no longer applies successfully to the design 
of treatment plants for sewage and industrial 
wastes. This method may have done a good 
general civil engineering job for municipali- 
ties, but it may fail to abate water pollution if 
it is applied to industrial wastes. 

Rarely will wastes from similar industrial 
establishments be exactly the same from plant 
to plant. They may fall into similar categories, 
but the concentrations and individual compo- 
nents may be far apart. Each waste requires 
special analysis and an approach based upon 
a sound knowledge of each unit operation which 
may be applicable in a treatment process. Rule- 
of-thumb approaches may lead to plants which 
may not operate properly or may not even 
accomplish the assigned task. 


Engineer Cooperation 


Many industrial wastes can be eliminated by 
process revisions within the industrial plant. 
In many cases, this is within the province of 
the chemical engineer. The field of wet-process 
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engineering, particularly within chemical and 
allied industries, is the province of the chem- 
ical engineer. This profession is gradually 
coming to realize that cutting down the vol- 
ume and strength of industrial wastes is their 
responsibility. 

Sanitary engineers must 
chemical engineers in this work, and it is neces- 
sary for them to learn enough about the chemi- 
cal engineering field to make that cooperation 
intelligent and beneficial. After chemical 
engineers have completed process changes with- 
in the limits of economics, many plants find it 


cooperate with 


necessary to discharge liquid wastes having 
sufficient concentration of pollutants to require 
treatment. The determination of the eco- 
nomics of process changes versus treatment of 
wastes, either individually or when mixed with 
municipal sewage, can best be accomplished by 
close cooperation between chemical engineers 
and sanitary engineers. 

The sanitary engineer has wide experience 
with chemical and biological processes for the 
removal of dilute concentrations of solids, both 
organic and inorganic, from liquids and the 
processing of these solids for ultimate disposal. 
His is also the best qualified profession to deal 
with problems of stream sanitation, including 
the biochemical processes of stabilization of 
organic matter in streams. Toxicity of the 
constituents of industrial wastes to the biologi- 
cal population of streams has been the subject 
of extensive studies by sanitary engineers and 
sanitary scientists. One of the most important 
contributions of the sanitary engineer to the 
economics of waste treatment is his knowledge 
of the capacity of municipal sewage treatment 
plants and of streams to absorb organic pollu- 
tants. Thus, his education and experience can 
be utilized for the evaluation of the extent of 
treatment required before industrial wastes 
may be discharged into municipal sewers or 
directly into streams and for the design of 
plants to accomplish this treatment. 


Tailor-Made Solutions 


There can be no pat formulas, no magic keys 
to success, for solutions to the hundreds of 
‘ategories of industrial wastes which must be 
treated and bodies of water which must be pro- 


? 
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tected. The quality of sanitary engineering 
service will be judged by the thoroughness with 
which each problem is approached and the in- 
genuity with which economical processes are 
developed and effective treatment plants de- 
signed. In most cases, satisfactory solutions 
can only be attained by complete chemical and 
physical analyses of the wastes, which are cor- 
related with existing information in the liter- 
ature of sanitary engineering and followed by 
laboratory and perhaps pilot plant tests. ‘The 
day of reference to time-worn design criteria 
for a general class of wastes is past. Each prob- 
lem demands particular attention and a tailor- 
made solution. 

Each unit operation of the sanitary engineer 
must be based on the application of sound prin- 
ciples of the fundamental sciences of chemistry, 
biology, physics, and mathematics if effective 
and economical processes are to be developed. 
Therefore, the sanitary engineer must not only 
be qualified by his basic education in civil engi- 
neering to conceive and construct hydraulic 
structures, but he must also be well educated 
in the sanitary sciences built upon biology and 
chemistry. The major difference between a 
chemical engineer and a sanitary engineer is 
the primary reliance of the former on physical 
and chemical phenomena in his operations, 
whereas the sanitary engineer has command of 
biological as well as physical and chemical 
actions in the unit operations employed in sani- 
tary engineering processes. In some instances, 
the sanitary engineer may be classified as a 
biochemical engineer to distinguish him from 
the chemical engineer. 

Therefore, sanitary engineers of the present 
and of the future must be far ahead in the field 
of biochemistry. They can only achieve this 
knowledge by a concentrated program of sci- 
entific education in colleges and continued 
study while engaged in the practice of sanitary 
engineering. The sanitary engineer cannot go 
it alone. He must have qualified sanitary chem- 
ists and sanitary biologists as members of his 
team. With the right combination of talents 


in these three major realms of sanitary engi- 
neering, this team can give distinguished serv- 
ice to industry and government in the abate- 
ment of stream pollution by the control and 
treatment of industrial wastes. 
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Research Uses 


This team of engineers, chemists, and biolo- 
gists must not only be devoted to the solution 
of existing problems by known unit operations 
in the design and operation of treatment proc- 
esses, but must also be constantly striving for 
effective utilization of the phenomena of the 
fundamental sciences. Research in sanitary en- 
gineering has led to the present high standards 
of treatment of sewage and industrial wastes. 
The field for research is open for the develop- 
ment of rapid methods for the fermentation of 
organic wastes by aerobic and anaerobic proc- 
esses. Witness the great strides being made by 
biochemists and soil microbiologists in the fer- 
mentation processes employed for the produc- 
tion of antibiotics. In a few short years, they 
have succeeded in increasing rates of produc- 
tion tenfold. Can we say the same for our bio- 
chemical processes? We should be and must be 
able to accomplish rapid fermentation so that 
processes may be economical and widely appli- 
cable to many wastes now outside the realm of 
treatment by our various unit operations. 

We are necessarily faced with expanding 
horizons for our research workers who must 
incorporate many of the unit operations utilized 
by chemical engineers, such as absorption, ex- 
traction, distillation, evaporation, and others. 
The sanitary engineer and the chemical engi- 
neer must cooperate in developing processes 
utilizing the best of knowledge and experience 
from both professions. 


Conclusion 


Our keenest brains must be applied to the 
problems encountered in the treatment of in- 
dustrial wastes and the abatement of stream 
pollution. Engineers must also divest them- 
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selves of any lingering illusion that they can 
quietly go their own fixed ways of applying 
empirical formulas to categorical problems. 
But we must be prepared to be patient and per- 
sistent in the pursuit of knowledge of the funda- 
mental sciences to be applied to the critical 
problems of so very many different industrial 
wastes. We cannot afford to be thrown off 
balance by the demand for quick answers and 
simple methods. Proper solutions take time 
and cost money. Therefore, consulting engi- 
neers must be prepared to educate their clients 
to the need for sufficient funds and time to do 
the job thoroughly. 

Allies in the fields of chemistry, biology, and 
chemical engineering must team up to make the 
changes deemed economical and _ necessary 
within the plant and then to apply their joint 
talents to the treatment of the liquids which 
must be discharged to streams of municipal 
sewers and treatment plants. Through knowl- 
edge of the principles of physical, biological, 
and chemical unit operations, and of stream 
sanitation, sanitary engineers must demon- 
strate that they can by economical design and 
operation make streams safe from the stand- 
point of public health, recreation, and bene- 
ficial use of water for the industries and cities 
downstream. 

The key to future success lies in continued de- 
velopment through the application of the fun- 
damenta! sciences. The cost of failure of the 
rule-of-thumb engineer to understand these 
fundamentals may be staggering. Therefore, 
let the sanitary engineer team up with the 
chemist, the biologist, the physicist, and the 
chemical engineer, and the future will hold 
great promise for more economical treatment 
processes and effective abatement of stream 


pollution. 
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The Movement Toward Sound Drug Therapy 


marked the celebration of the 100th anniversary of the founding of the 
195 9 American Pharmaceutical Association. It marked, as well, a step toward 
eliminating the confusion existing in the multiplicity of drugs available to physicians, 
dentists, and pharmacists. A new handbook, synthesizing the best available in 
modern drug therapy, was completed. ‘Basic Drugs: U.S. Public Health Service 
Hospitals and Clinics” will be used by the 18 hospitals and 22 out-patient clinics 
of the Public Health Service as their standard for the known therapeutic agents 
in the prevention and treatment of illness. The accompanying paper was presented, 
with somewhat more emphasis on the role of the pharmacist in the hospital, be- 
fore the American Society of Hospital Pharmacists at the annual meeting of the 
American Pharmaceutical Association in Philadelphia on August 21, 1952. Re- 
viewed below is the trend of professional criticism appearing in medical and trade 
journals over several decades. 


“The hospital . . . should afford unusual opportunities for enhancing 
1930 rational drug therapy. There particularly may products be submitted 
to critical inspection. As Sollmann so pointedly remarked at the recent Congress 
on Medical Education [February 17-19, 1930], the ‘evaluation of therapeutic remedies 
is not usually among the features to which hospital authorities point with just pride 
of achievement.’ The hospital drug room, which reflects directly the medicinal 
requests of the staff, has hardly kept pace with the modernization of other depart- 
ments. i 
—from an editorial in the Journal of the American Medical Association, May 31, 1930, p. 1764. 


1 A] “There is far too little correlation between pharmacology and drug ther- 
9 apy at the bedside... . As students and, subsequently, as practitioners 
they [physicians] had, and have the ordeal of trying to learn myriads of drugs. 
Such thinly spread teaching and learning about hosts of drugs permeates the whole 
curriculum and medical practice in spite of available scientific criteria for charting 
drug actions in the clinic which make it possible, in most instances, to shun useless 
and irrational therapy. The results are particularly reflected in notoriously dis- 
reputable pharmacy stocks. . . .” 

—from “Rational Drug Therapy in Hospitals” by Drs. M. S. Dooley and E. C. Reifenstein 

in Hospitals, January 1941, p. 42. 


1 A9 ‘“‘A fundamental requirement to successful treatment is that the physician 
9 have the clearest possible understanding of the remedial agents that he 
prescribes. This is difficult at best, and is rendered increasingly difficult with multi- 
plication of agents that are nearly but not quite equivalent. Each may show minor 
differences, which may or may not be practically important, but which are difficult 
to learn if he spreads his experience too widely and therefore too thinly. . . . There 
is another side to the argument, however, for few if any therapeutic agents are ideal. 
Improvements, increased efficiency, fewer side actions, and lower toxicity should be 
sought for. Skillful experimentation in this direction should be encouraged, not 
obstructed, but this thorough experimentation should precede the introduction into 
medical practice. It were better, much better, for medical practice . . . if modifi- 
cations which do not offer substantial advantages were shunted into the discard 
before they see publicity and add to the confusion of practitioners.” 


—from a report of the Council on Pharmacy and Chemistry, American Medical Association, 
Journal of the American Medical Association, February 5, 1949, p. 378. 
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An Objective Approach to Drug Therapy 


By J. SOLON MORDELL, B.A., Ph.G., and C. K. HIMMELSBACH, M.D. 


In April 1952, 
Paul deHaen re- 
ported on phar- 
maceutical prod- 
ucts introduced in 
the years 1948 
through 1951. His 
report was based 
on a survey he 
made of trade and 
medical journals 
(1). The 1951 
data are illustra- 
tive of the pre- 
ceding 3 years. 
Among the 322 
pharmaceutical products introduced by 86 man- 
ufacturing firms in 1951, there were 35 different 
single chemicals, or about 11 percent of the 
total. Also, deHaen found 74 instances of 
duplication of single chemicals—23 percent of 
the products introduced. And of especial note 
is this: There were 211 compounded items—66 
percent of the 322 total different products intro- 
duced. In addition, there were 120 new dosage 
forms. 

Here is telling evidence of how the word 
“new” has been abused in the field of drug 


basic drugs 





Mr. Mordell, senior pharmacist, in the Division 
of Civilian Health Requirements of the Office 
of the Surgeon General, Public Health Service, 
was until January 1951 chief of the pharma- 
ceutical service of the Public Health Service 
out-patient clinic, Washington, D.C. Dr. Him- 
melsbach is the medical officer in charge of the 
clinic, which is under the direction of the Divi- 
sion of Hospitals, Bureau of Medical Services. 
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therapy. Such abuse calls for a distinction be- 
tween what is really “new” in the sense that 
penicillin was new in 1943 and that which is 
a mixture of known drugs marketed under a 
new name or a duplication of the “new” drug 
under other names. 

Without knowing at what rate drugs become 
obsolete and unavailable, we are convinced that 
the net effect is the addition of more and more 
drugs each year. Thus, discriminate selection 
becomes increasingly difficult by virtue of num- 
bers alone, and the state of confusion is com- 
pounded. 

With this vast numerical growth, and the 
rapid progress in therapeutics—for example, 
cortisone, aureomycin, chloromycetin, terramy- 
cin, isoniazid, in but a few years—there comes 
the need for improved procedures for clinical 
assessment. The problem is that of devising 
the best method whereby the physician and the 
dentist may be assisted in the difficult task of 
selecting suitable agents from the multiplicity 
of drugs and drug preparations which confront 
them. 

The professional interdependence of medi- 
cine, dentistry, and pharmacy has been recog- 
nized for a long time. We have observed, in 
the Public Health Service, the development of 
a wholesome working interrelationship among 
the three sciences in their common search for 
an objective approach to sound drug therapy 
and to uniform drug nomenclature. Early in 
1953, the Public Health Service will release 
“Basic Drugs: U. S. Public Health Service 
Hospitals and Clinics” (2), a handbook of 
drug therapy which is in every sense a signifi- 
cant achievement in meaningful teamwork. 
The climax of 4 years’ cooperative study, its 
publication represents a noteworthy advance in 
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the satisfying exercise of professional coopera- 
tion in trying to make some order out of a 
confused situation. 

Can some order be achieved? How? 

Valuable sources of information are avail- 
able in the standard pharmacological texts and 
in “New and Nonofficial Remedies” of the 
American Medical Association; “Reports of the 
Council on Pharmacy and Chemistry of the 
American Medical Association”; “Accepted 
Dental Remedies” of the American Dental As- 
sociation; and “Useful Drugs” of the Council 
on Pharmacy and Chemistry of the American 
Medical Association. 

Formularies and other types of drug listing 
have been individually compiled in many hos- 
pitals. However good these listings may be for 
the specific purpose for which they were de- 
signed, many serve mainly as convenient refer- 
ences to indicate the items available in an in- 
dividual institution. Often, they lack the 
important features of selectivity and simplifi- 
cation based on fundamental scientific clinical 
pharmacology. Furthermore, they frequently 
fail to include a base—a point of departure, a 
so necessary for an orderly ap- 





set of criteria 
proach to sound drug therapy. 


“Standardization” 

We hesitate to use the word “standardization” 
because to many it immediately connotes rigid- 
ity. It is therefore important to stress the fact 
that any plan in the direction of rationalization 
of drug use must be flexible, even though it does 
require adherence to certain fundamental prin- 
ciples. If this one concept is not understood 
and kept indelibly in view, no such plan can 
be effective in operation: it would lack effec- 
tiveness, for our purpose, because pharmacology 
is a dynamic field in which important changes 
may and do occur rapidly; it would not work 
because compulsive restriction to standards 
leads to defeated initiative and_ stultified 
thinking. 

The obvious approaches to discriminate selec- 
tion of drugs would appear to be to develop 
and keep alive an up-to-date standardization of 
basic clinical pharmacology as the keystone of 
drug therapy; and to enhance closer profes- 
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sional working relationships among the phar- 
macist, the physician, and the dentist. 


Trend Toward Objectivity 


One of the earliest, if not the earliest, organ- 
ized programs which aimed at collaboration 
with the physician in the objective selection of 
drug agents was conceived in 1927 in Syracuse, 
N. Y. Dr. M.S. Dooley, then director of the 
department of pharmacology of the Syracuse 
University College of Medicine, and now emer- 
itus professor, inspired and guided in that early 
pioneering action to clear up what was a chaotic 
situation. 

Dr. Dooley’s plan was set in motion at Syra- 
cuse University Hospital in 1932 when the idea 
of hospital pharmacy practice in association 
with a pharmacy committee was relatively new. 
As time passed, more hospitals adopted the idea 
until today it is accepted by many institutions 
as an integral part of their professional opera- 
tions. A significant portion of the historic 
1937 “Report of the Committee on Pharmacy” 
of the American Hospital Association was 
related to the experience at Syracuse in improv- 
ing the whole field of drug therapy. 

A similar reorganization plan of drug therapy 
procedure was instituted in the early thirties at 
New York Hospital in Cornell University Medi- 
cal Center, New York, N. Y. Publication of 
their therapeutic conferences in the Journal of 
the American Medical«Association and in book 
form has contributed much to the literature 
on this subject. 


Handbook of Drug Therapy 


Late in 1948, the Division of Hospitals in the 
Public Health Service Bureau of Medical Serv- 
ices initiated the preparation of a handbook 
which would embody primarily the principles 
of a sound but flexible system of drug therapy 
in the 18 hospitals and 22 out-patient clinics 
now administered by the division. The final 
handbook would in no way be limited to a list 
of items in the manner of the traditional for- 
mulary. The goal was improved therapy—a 
goal to be accomplished by cooperative effort 
which would discredit any implications of inter- 
ference with personal prerogative. 
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Thirty-four Public Health Service officers, 
professionally representing medicine, dentistry, 
and pharmacy, contributed to the finished text 
of the new handbook, “Basic Drugs: U.S. Pub- 
lic Health Service Hospitals and Clinics.” The 
pharmacy committee at the Public Health Serv- 
ice out-patient clinic in Washington, D. C., 
spearheaded the project with close support from 
the pharmacy committees of the Public Health 
Service Hospital in Baltimore, Md., and of 
other Service hospitals. Also, authorities in a 
number of leading universities and teaching 
hospitals were consulted. 

The main objective of the study was to select 
the best, the simplest, the fewest, and the safest 
medicines currently needed in the prevention, 
diagnosis, and treatment of illnesses. In ac- 
complishing this, the chief task often was one of 
eliminating duplication and overlapping of 
items rather than that of sorting out the good 
from the bad or indifferent. This was a difli- 
cult and time-consuming process, especially 
when it sometimes involved, as it did, giving up 
a favorite drug which had been successfully 
utilized over a period of years. As expected, 
most of the difficulties arose in those areas where 
fundamental knowledge was not truly adequate 
and where differing views were advanced by the 
“experts.” In certain of such areas, the drugs 
selected represent compromises. 


Selection Criteria 


The following criteria were utilized in the 
selection of drugs for the handbook : 

1. The primary criterion was therapeutic 
efficacy. Within this criterion, preference was 
given to items listed in “United States Pharma- 
copeia,” “National Formulary,” “New and Non- 
official Remedies,” and “Accepted Dental 
Remedies.” 

2. Unnecessary duplication was avoided. 

3. Drugs of secret composition were not 
considered. 

4. Mixtures were included only when they 
provided substantial advantage over the indi- 
vidual components. 


Barbiturates: An Example 


In considering the scope of drugs to be se- 
lected, attention was given to the drugs repre- 
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sentative of the various pharmacologic or 
therapeutic groupings and the clinical needs to 


be met. 

Typical of the selection process is the se- 
quence of activities which led to the choice of 
certain barbiturates as basic hypnotics and 
sedatives : 


1. The barbiturates, as a class, were compared with 
other U.S.P., N.F., N.N.R., and A.D.R. hypnotics and 
sedatives. It seemed clear that for general usefulness, 
the barbiturates represent the surest, simplest, and 
safest of the hypnotic and sedative drugs. Their 
range of usefulness extends from mild sedation through 
spasmolysis and hypnosis to general anesthesia. The 
therapeutic range of safety is relatively great, most of 
the unfortunate sequelae being deliberate rather than 
accidental. 

2. Since the nature and degree of effect are largely 
a function of dosage, the truly basic differences which 
exist within this class relate to the rate at which they 
are rendered inactive in the body. This, in turn, affects 
their duration of action. From the standpoint of 
therapeutic need, clinicians agreed on four ranges of 
action: Short, intermediate, long, and ultra-short 
(anesthetic). 

3. Selection of the best agents to meet these needs 
became the next stage in the process. After much de- 
liberation over the qualities, reliability, official status, 
usage experience and related aspects, the choices in 
the short and long ranges were secobarbital and phe- 
nobarbital, respectively. Thiopental was the obvious 
choice for the ultra-short representative. However, 
most of the discussion centered upon the selection of a 
barbiturate of intermediate duration of action. After 
the pharmacy committee discussion narrowed the field 
to two drugs, the opinions of specialists and consult- 
ants were requested. It became clear that custom had 
been the determining factor in most instances. Since 
che balance in terms of familiarity of usage and in cer- 
tain aspects of consistency of action seemed to favor 
pentobarbital, it was selected as the basic barbiturate 
for intermediate duration of action. 

4. The next step was to prepare the material on this 
subject for incorporation into the manual. The phar- 
maceutical, chemical, pharmacologic, toxicological, 
and dosage information considered essential to the 
clinician, pharmacist, and nurse were prepared and 
presented to the pharmacy committee for comment, 
criticism, and suggestions. When a draft had been 
agreed upon, it was duplicated and given to the staff 
as a trial guide, and the pharmacy stocks were ad- 
justed in line with the agreement. After a brief trial 
period of several months had shown that therapeutic 
needs were adequately met, the material was made 
available for joint consideration with the pharmacy 
committee of the Public Health Service Hospital in 
Baltimore. Subsequent to agreement with that com- 
mittee, the material, along with the remainder of the 
manual, was sent to each major clinical facility of the 
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Public Health Service, and to national authorities, for 
their consideration. 

5. The suggestions and criticism resulting from 
these reviews were integrated into the final product. 
This, in turn, was carefully scrutinized by the head- 
quarters staff with especial reference to the actions 
which had been taken on the comments and sugges- 
tions received from the field stations. 

Thus, in the processing of the material and 
the selection of the basic drugs in the class of 
barbiturates, as well as in all other classes, most 
of the clinicians in the Public Health Service 
have had an opportunity to have their views re- 
ceive appropriate consideration. Hence, the 
end product truly represents one achieved by 
joint action and agreement. 

At some future time, a significant number of 
physicians may find that one of these barbitu- 
rates doesn’t meet normal expectations. That 
kind of opinion usually has meaning because it 
is formed from adequate, first-hand observa- 
tion. It is an opinion which cannot be formed 
easily or reliably when a large number cf like 
drugs are used without regard to relative ad- 
vantage and the unnecessary duplication which 
may exist. It gives the pharmacy committee 
and the clinician a basis for reevaluating the 
drug, perhaps leading them to seek a replace- 
ment, or possibly a supplementary drug. They 


may find that the agent in question, despite its 
shortcomings, should be retained because it is 
the best available drug for the purposes re- 
quired. Thus, the whole approach is kept as 
scientific, objective, and independent as this 
field permits. 


The Scope of Basic Drugs 


The treatment given the barbiturate group is 
illustrative of the other groups. The items 
finally selected then form the basis for the phar- 
macy supply of drugs and drug preparations. 
Except for nonbasic drugs temporarily stocked 
for investigational or other special committee- 
authorized purposes, the drug supply consists 
of the basic agents. 

The field of drug therapy being what it is, 
additions or deletions are to be expected, and 
the clinician is encouraged to propose changes. 
A request for an addition is placed on the 
agenda for a forthcoming pharmacy committee 
meeting. When the prescriber finds it necessary 
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to use the drug before the scheduled committee 
discussion, a small supply is obtained for the 
particular patient if none of the available basic 
drugs is found adequate and if there is no imme- 
diate, serious objection to the proposed drug. 
At the meeting, the clinician requesting the drug 
presents the reasons for wishing to use it. After 
a general discussion, the pharmacy committee 
may vote for acceptance, denial, or a trial period 
of tentative acceptance. 

This procedure does several things: 

It maintains freedom of action for the pre- 
scriber within the framework of the scope of 
basic drugs. 

The prescriber is encouraged to think through 
the reasons for wishing to add drugs or to drop 
previously accepted ones. If a proposal cannot 
stand on its merits in a free discussion among 
colleagues, there should be little regret about its 
demise. 

The pharmacist, as a committee member and 
consultant in drug therapy matters, is given 
greater opportunity to apply his professional 
competency. 

The adopted coverage, as presented in the 
new handbook, provides a standard of compari- 
son for the evaluation of new therapeutic 
agents. 

Finally, the adoption of a basic range of 
therapeutic agents and the procedure for going 
beyond it help provide the patient with the best 
in the way of established drug therapy. 

Two examples may serve to illustrate the va- 
lidity of this approach: 

Surgeons have need for a safe, reliable, orally effec- 
tive relaxant of skeletal muscle. A new drug reputed 
to have such effect was proposed for trial on certain 
patients selected with the cooperation of the chief of 
the surgical service. Disappointing results were re- 
ported about a year later to the pharmacy committee 
with a recommendation against stocking the drug in 
the pharmacy. 

Surgeons also have need for a good sympatholytic 
agent. Here, too, they tried out the agent of their 
choice and reported the results. In this instance, how- 
ever, they were impressed with the value of the drug 
in selected cases. Their recommendation that it be 
stocked as a nonbasic drug for such use and for future 
reevaluation as a possible basic drug was accepted. 


Nomenclature 
Drug names were another problem in the ef- 
forts to devise a procedure for promoting sound 
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drug therapy. There is the professional and 
economic problem of multiple drugs and drug 
preparations which differ in name only. There 
is also an element of safety to be considered. 

Is it not as important to have a standard 
terminology for drugs as it is to have a standard 
terminology for names of diseases, for causes 
of death, and for the anatomy of the body? 
Accurate communication with respect to drugs 
is certainly of highest importance here and ex- 
tends beyond that which exists between physi- 
cian and pharmacist. 

Various texts, devised as aids to medical 
terminology, have been prepared for the use of 
medical record librarians. But when it comes 
to drug names, the medical record librarian has 
met with frustration. The situation is of even 
greater concern to the nurse, who has to admin- 
ister drugs. With these problems in mind, the 
following principles of drug nomenclature were 
adopted : 

1. Official drugs listed in the “United States 
Pharmacopeia” or in the “National Formu- 
lary” are referred to by their official English 
titles. Examples are: 

Hydrous wool fat—wnot lanolin. 

Methyl salicylate—not wintergreen oil, nor gaul- 
theria oil, nor betula oil, nor sweet birch oil, nor 
teaberry oil. 

2. Nonofficial drugs listed in “New and Non- 
official Remedies” of the American Medical As- 
sociation and in “Accepted Dental Remedies” of 
the American Dental Association are referred 
to by the generic, nonrestricted name assigned 
by the drug councils of the two professional as- 
sociations. For example, chorionic gonado- 
tropin, the N.N.R. generic name, is used instead 
of the numerous names listed for this agent. 

3. In some instances, an official drug such as 
naphazoline hydrochloride having the trade 
name Privine Hydrochloride, or an N.N.R. drug 
such as lidocaine hydrochloride with the trade 
name Xylocaine Hydrochloride, is produced by 
one manufacturer and is obtainable only under 
the trade name. Such drugs are referred to in 
the handbook by the official name or by the 
N.N.R. or A.D.R. name, as the case may be, and 
are followed by the trade name in parentheses. 
The trade name is used in hospital prescrip- 
tions to avoid ambiguity where orders are given 
directly to a nurse. It seemed impractical and 
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pedantic to use the official name naphazoline 
hydrochloride, for example, when the drug is 
obtainable only as Privine Hydrochloride. It 
is especially impractical in instances where am- 
puls bear the label or imprint of the nonofficial 
name. Often, the drug later becomes available 
under the official name or under other trade 
names. Then the previously exclusive trade 
name is dropped, and a return is made to the 
common base: the official name or the generic 
nonofficial name. 

By this attention to drug names, it is possible 
for all concerned—physician, dentist, pharma- 
cist, nurse, medical record librarian—to speak 
the same language. Moreover, the pharmacist 
is able to discharge a professional function for 
which he is trained, that is, the selection of the 
best drug from the pharmaceutical standpoint. 
No longer is there need to overload the phar- 
macy with many brands of the same drug or 
drug preparation. And as to therapy, the 
physician need not be concerned with much 
more than the selection of the therapeutic agent 
and the dosage. He decides, for instance, that 
the patient should have aluminum hydroxide 
gel in stated doses. The pharmacist is free to 
select the best available product without having 
to burden the pharmacy with many brands of 
the same item. 


The Pharmacist 


The success of a program of sound drug 
therapy depends in large measure on the pro- 
fessional stature of the pharmacist. To some 
pharmacists, as to some physicians and den- 
tists, this type of operation may mean a de- 
parture from deeply rooted pathways of 
thought and action, calling for a new perspec- 
tive on their part in the handling of drugs. It 
calls for basic knowledge not only of technical 
pharmaceutical functions but of drug action 
and drug use as well and of the differences and 
shortcomings which may exist among drugs. It 
means an awareness, for example, that witch 
hazel water, which would not be included in the 
basic drug scope, is nothing more than alcohol, 
water, and a witch hazel aroma—that witch 
hazel water will do little more than will an 
aqueous, 14- or 15-percent dilution of alcohol. 
What is most important is the ability to present 
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this type of information in scientific and, above 
all, unobtrusive fashion. 

In administration of the program, it should 
be understood that “Basic Drugs” is not an 
instrument of rigid control but is essentially 
the sine qua non for maintaining a coordinated 
approach to sound drug therapy. The pre- 
scriber is encouraged at every opportunity to 
demonstrate his reasons for wishing to add a 
drug to the basic list and is not refused a drug 
merely because it does not appear there. The 
whole objective will fail if the physician or 
dentist is in any way discouraged from ques- 
tioning the existing list. On the contrary, they 
should be encouraged to be analytically critical. 
This will serve to improve this tool and to 
sharpen therapeutic acumen. The goal is im- 
proved therapy—not disciplinary control. 

Several courses of action are open when the 
pharmacist who receives a request for a non- 
basic drug informs the prescriber that the drug 
is not currently stocked : 

The prescriber may ask.if a drug of like 
action is available. 

Or the occasion may be such that the pharma- 
cist can take the initiative by suggesting the 
available analogous drug. The prescriber may 
decide to use the available drug and then find 
that it is the equivalent of, or better than, his 
first choice. Whenever that happens, it is a 
confirmation of our selection methods. 

If there is doubt about the basic drug, the 
pharmacist may encourage the prescriber to 
present the drug originally requested to the 
pharmacy committee for acceptance. If the 
occasion demands, the pharmacist will offer to 
secure the nonbasic drug for the patient, sub- 
ject to approval from the chief of the service, 
until committee action is taken. 


Core of His Activities 

After the system is in operation, members of 
the medical and dental services become familiar 
with the procedure, and the rest is automatic. 

Once the pharmacist is relieved of accumu- 
lations of unnecessary drugs, he can then focus 
his attention on the drugs which he knows rep- 
resent the core of his activities. He is free to 
acquire complete knowledge about these drugs 
and to consider improvements in ways of ad- 
ministering them. 
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Would this mean less work for the pharma- 
cist? Not necessarily. 

Take cough preparations as one example. 
There are almost as many of these as there are 
coughers. Under the basic drug approach, the 
fundamental physiology of coughing was ex- 
amined and the bases for therapy were deter- 
mined. Ammonium chloride was selected for 
its general liquefying and expectorant effect to 
aid the removal of sputum from the respiratory 
passages. Codeine was selected to depress the 
cough reflex when the cough becomes excessive 
or futile. Finally, potassium iodide, subject to 
certain contra-indications to its use, was selected 
for liquefying especially tenacious sputum 
which has not yielded to other measures. The 
responsibility for devising suitable vehicles for 
these agents now resides with the pharmacist 
whenever their administration is desired in 
liquid form. 

This illustrates a situation calling for addi- 
tional work by the pharmacist since agents used 
previously may have been purchased instead of 
having been prepared in the pharmacy. 


The Open-Staff Hospital 


How .does a system of sound drug therapy 
operate in an open-staff hospital ? 

Usually the approved scope of drugs, pre- 
viously agreed upon by the chiefs of each service 
in collaboration with the pharmacy committee, 
is used as the basis for drug therapy on ward 
service. It is understood that only the basic 
drugs are stocked in the hospital pharmacy. 
Nonbasic drugs prescribed for private patients 
are purchased (for the patient and not for 
“stock”) without delay and in the minimum 
available quantity. In time, physicians whe at- 
tend on ward service are able to evaluate the 
basic drugs used, and, once assured of their 
soundness, usually employ the same drugs for 
their private patients. Soon there is a dimin- 
ishing number of special purchases of nonbasic 
drugs except for those under investigation. 

The critical factors involved in the operation 
of the system in such hospitals are these: the 
need for prior agreement on the part of the 
chiefs of each service; the selection of a physi- 
cian as guiding hand in the program who is 
aware of the problems to be tackled and the 
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objectives to be achieved ; and the collaboration 
of a pharmacist with the same awareness. 


Drug Manufacturers 


It should be understood that a program of 
sound drug therapy is directed toward a logical 
application of drugs in the treatment of illness. 
The pharmaceutical manufacturer serves an in- 
dispensable function in accomplishing that aim. 
Manufacturers who inquire about the new pro- 
gram are admittedly interested in its effect on 
their operations, but they are soon convinced 
that our interest in having an opportunity to 
assess the new, that is, really new and poten- 
tially effective therapeutic agents, equals their 
interest in bringing the new drugs to our atten- 
tion. As in all competitive enterprise, here too 
there is just as much chance for the manufac- 
turer to gain as to lose. Proposed drugs are 
given every consideration. A drug which is 
finally adopted after organized, careful scrutiny 
has the substance and the chance of survival 
that otherwise may not obtain. 


Conclusion 


Thus, an attempt has been made to keep the 
base—the point of departure—not the end, but 


the means to the end of the soundest drug 
therapy available at this time. The degree to 
which this is successful depends on an apprecia- 
tion of pharmacology as the basis for sound 
therapy, of the need to keep the base alive and 
up-to-date, and of the need for professional co- 
ordination of the fields of pharmacy, medicine, 
and dentistry. 

The purpose of the foregoing has been to 
enunciate a principle of operation which has 
been found useful, but not to stipulate either 
method or content in detail. The circumstances 
brought about by certain existing confusion in 
the field of drug therapy led to the development 
of method and content designed to meet par- 
ticular Public Health Service needs, but it is 
believed that the underlying principle of this 
approach is broadly applicable. 
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Children’s Bureau Appointments 


The appointment of Elizabeth Healy Ross, M.S.W., to the newly 
created post of deputy chief of the Children’s Bureau and of Melvin 
Glasser, B.S.S., as special assistant for State and national organiza- 
tion relations on the bureau’s juvenile delinquency project, was an- 
nounced in September by the Federal Security Administrator. 

Before coming to the Children’s Bureau, Mrs. Ross, a psychiatric 
social worker, served as consultant to various Federal and District 
of Columbia agencies, including the National Institute of Mental 
Health. A member of both the American Association of Social Work 
and of the American Association of Psychiatric Social Workers, Mrs. 
Ross was elected a member of the executive committee of the National 
Conference of Social Work in 1951. She is a member also of the panel 
on Mental Health of the Fresident’s Commission on Health Needs of 


the Nation. 


Mr. Glasser was executive director of the Midcentury White House 


Conference. 
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Health education programs are more likely to 
be effective when objective measures are applied 
as the program is being developed in order to 
identify likely barriers to success. By discov- 
ering such barriers during the early stages of 
program development, necessary improvements 
can be made quickly and at minimum cost. 
These findings are reported in Public Health 
Monograph No. 8, “Pretesting and Evaluating 
Health Education.” 

The studies reported are: “Application of 
Pretesting in Health Education,” by Andie L. 
Knutson, Ph.D.; “Pretesting a Nutrition Film- 
strip,” by Benjamin Shimberg, Ph.D.; “Evalu- 
ating a Nutrition Education Program,” by Ben- 
jamin Shimberg, Ph.D., and Jane S. Harris, 
M.S.; and “Note on Exhibits as a Health Edu- 
cation Medium,” by Mayhew Derryberry, 
Ph.D. 


Approach to Pretesting 


A systematic approach to pretesting is sug- 
gested by calling attention to several conditions 
necessary for effectiveness which must be satis- 
fied. While satisfaction of these conditions will 
increase the likelihood of program success, it 
does not guarantee program success. 

A distinction is drawn by Knutson between 
critical review of the planning process, evalua- 
tion studies of program effectiveness, and objec- 
tive pretests to identify possible barriers to suc- 
cess. A variety of practical approaches are 
suggested for anyone who wishes to carry out 
pretests of educational programs or materials. 


Nutrition Filmstrip 


An application of the principles and methods 
of pretesting is illustrated in the development 
of an informational filmstrip about nonfat dry 
milk. Shimberg emphasizes the techniques and 
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The accompanying summary covers the 
principal findings presented in Public 
Health Monograph No. 8, published con- 
currently with this issue of Public Health 
Reports. The authors are members of the 
staff of the Division of Public Health 
Education, Public Health Service. 

Readers wishing the data in full may 
purchase copies of the monograph from 
the Superintendent of Documents, United 
States Government Printing Office, Wash- 
ington 25,D.C. A limited number of free 
copies are available to official agencies and 
others directly concerned on specific re- 
quest to the Public Inquiries Branch of 
the Public Health Service. Copies will be 
found also in the libraries of professional 
schools and the major universities, and in 
selected public libraries. 


Knutson, Andie L., Shimberg, Benjamin, 
Harris, Jane S., and Derryberry, May- 
hew: Pretesting and evaluating health 
education. Public Health Monograph 
No. 8 (Public Health Service Publi- 
cation No. 212). U. S. Government 
Printing Office, Washington, 1952. 
Price 20 cents. 


















methodology selected to meet the specific prob- 
lems posed by this filmstrip. 

The behavioral pattern depicted in the film 
was checked to see whether it conformed with 
the pattern of living of the intended audience. 
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Tests to reduce reading difficulty and increase 
human interest were utilized. Personal inter- 
views of a sample of the intended audience re- 
vealed where misunderstandings of the text and 
illustrations could be eliminated. A test copy 
of the final filmstrip determined its effective- 
ness in imparting information about nonfat dry 
milk to women attending a clinic. 


Nutrition Education Program 


Evaluation of a health education program in 
terms of behavior is described in a third paper 
by Shimberg and Harris. A follow-up study 
of an educational program about nonfat dry 
milk was carried out 2 months after the program 
was presented in a well-baby clinic. Answers to 
the following questions were obtained: Was 
the family milk consumption increased? Did 
the people begin using nonfat dry milk after 
this program? Did women acquire the infor- 
mation which the program attempted to teach? 
What attitudes did they have toward nonfat 
dry milk after the program ? 


Ewhibits 


A fourth paper by Derryberry considers 
these questions: How long will people look at 
a health exhibit? How much material can be 
included in an exhibit with some assurance that 
it will be read ? 

During the New York World’s Fair, trained 
observers recorded the number of seconds 
visitors actually spent looking at each exhibit 
in the Hall of Medicine. Other observers read 
all the legends of each exhibit and recorded 
the length of time required to read them. Com- 
parison of these two time-records revealed that 
as the length of time to read an exhibit in- 
creased, the relative amount of time spent on 
an exhibit decreased. 

The findings suggest to exhibitors the need 
to limit the information they try to cover in 
an exhibit, if they expect the audience to read 
the message. 

The first two papers in the series, which is 
continued in the monograph, were published in 
Public Health Reports last year, one in Jan- 
uary and one in July. 








Sources of Morbidity Statistics 


Where do morbidity data come 
from? What are the gaps?—and 
what steps should be taken to fill 
them? 

The Third Report of the WHO 
Expert Committee on Health Statis- 
tics presents, among other things, 
a panoramic review of morbidity 
statistics sources. Some 24 sources 
of morbidity data are classified by 
uses—disease control, program plan- 
ning, research, etc.; by coverage in 
terms of population—whether all 
persons are included, a representa- 
tive sample, or various types of non- 
representative samples; by the de- 
gree of coverage—whether all or 
only selected sicknesses are included, 
and whether disease is reported at 
a point in time or for a period of 
time ; and by the type of country in 
which each source is applicable. 
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The committee recommended study 
of the sickness survey method as a 
means of obtaining morbidity data 
for the general population for health 
needs. It called for intensive study 
of means to determine the extent of 
illness in the general population 
from data covering selected or spe- 
cialized populations. Each of the 
sources of such data—for example, 
hospital records—is a_ potential 
reservoir of public health statistics. 
The problem is to utilize existing 
data to obtain a picture of illness 
in the general population. 

The committee made a series of 
recommendations—covering studies 
of methods for obtaining data, mor- 
bidity terms to be defined, methods 
of classifying and presenting mor- 
bidity data, computing morbidity 
rates, etc——to serve as guideposts 


for future study and possible action. 
One of its major recommendations 
was that “national agencies respon- 
sible for health or health statistics 
establish groups of experts in sam- 
pling theory, in the operation of 
field surveys, and in the analysis of 
morbidity data within their organi- 
zation which can utilize survey 
methods in the investigation of the 
varied health problems with which 
such agencies are confronted and 
make the services of these experts 
available for consultation through- 
out the nation and for international 
purposes.” 

Copies of the report may be ob- 
tained on request to the National 
Office of Vital Statistics, Public 
Health Service, Federal Security 
Agency, Washington 25, D. C. 
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Antimalarial Activity of 4,000 Compounds 


More than 4,000 compounds were tested at the 
National Institutes of Health from 1941 to 1951 
for antimalarial activity against Plasmodium 
gallinaceum and for toxicity to the chick. These 
and related data appear in Public Health Mono- 
graph No. 9, “A Survey of Antimalarial Com- 
pounds.” 

The report includes a detailed description of 
the tests employed for antimalarial activity, 
both suppressive and prophylactic, and the tests 
for subacute chronic toxicity to the chick. The 
compounds tested are arranged in chapters ac- 
cording to their presumably important chem- 
ical structure. Every chapter contains a series 
of tables, each of which summarizes the data 
on compounds in which usually only one part 
of the molecule has been varied. For each 
compound the results of the following tests are 
given: minimum effective therapeutic dose, 
minimum partially prophylactic and/or com- 
pletely prophylactic dose, maximum and fully 
tolerated doses, and the therapeutic index. The 
salient points in the comparative data in the 
tables are brought out in the discussion portion 
of each chapter and an attempt is made to de- 
rive general conclusions and principles regard- 
ing chemical structure and biological activity. 

Summary tables list compounds in order of 
their minimum effective therapeutic dose, thera- 
peutic index, and prophylactic activity. 

Appendixes list the more commonly em- 
ployed salts of the compounds tested, the 
sources of the compounds, and a bibliography 
of publications by the authors and their col- 
leagues dealing with compounds discussed in 
the nronograph. The report is indexed by com- 
pound number, based on the numbers assigned 
by the Office of Scientific Research and Devel- 
opment, under which practically all antima- 
larial testing was carried on during World 
War II, and extended to include com- 
pounds received at the National Institutes of 
Health after the war. The index contains cross 
references to tables in which the compounds can 
be found, to publications in the bibliography, 
and to sources. 
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The accompanying summary covers the 
principal findings presented in in Public 
Health Monograph No. 9, published con- 
currently with this issue of Public Health 
Reports. The authors are members of the 
staffs of the Laboratory of Tropical Dis- 
sases, National Microbiological Institute, 
and the Laboratory of Chemistry, Na- 
tional Institute of Arthritis and Meta- 
bolic Diseases, National Institutes of 
Health of the Public Health Service. 

Readers wishing the data in full may 
purchase copies of the monograph from 
the Superintendent of Documents, United 
States Government Printing Office, Wash- 
ington 25, D.C. A limited number of free 
copies are available to official agencies and 
others directly concerned on specific re- 
quest to the Public Inquiries Branch of 
the Public Health Service. Copies will be 
found also in the libraries of professional 
schools and the major universities, and in 
selected public libraries. 


Coatney, G. Robert, Cooper, W. Clark, 
Greenberg, Joseph, and Eddy, Nathan 
B.: Survey of antimalarial agents: 
Chemotherapy of Plasmodium galli- 
naceum infections; toxicity ; correlation 
of structure and action. Public Health 
Monograph No. 9 (Public Health Serv- 
ice Publication No. 193). U.S. Govern- 
ment Printing Office, Washington, 1952. 


Price $1.25. 
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Radiation Exposure in the United States 


By DADE W. MOELLER, M.S., JAMES G. TERRILL, JR., C.E., M.B., 
and SAMUEL C. INGRAHAM, Il, M.D., M.P.H. 


HE HUMAN RACE has always been ex- 

posed to some ionizing radiation of cosmic 
origin and from natural sources in the environ- 
ment and within the body. During a lifetime, a 
person who lives to be 70 years of age is exposed, 
on the average, to about 9 roentgens of radiation 
from these sources. Today, however, radiation 
from these sources comprises only a small por- 
tion of the total exposure received by man. 
Radiation-generating machines and radioactive 
materials, which are being employed in nearly 
all phases of the environment, constitute the 
principal sources of radiation. 

Knowledge of the wide variety of sources and 
of the levels of radiation exposure is essential 
to the planning and conducting of a sound 
radiological public health program. Data 
available in the literature on the extent of radi- 
ation exposures in the United States are re- 
viewed here to aid the many State and local 
health departments engaged in determining 
and evaluating radiation sources affecting pub- 
lic health in their areas. Neither the control 
of radiation exposure nor specific public health 
effects of the exposure are discussed in this 
paper. 





Mr. Moeller, a sanitary engineer, is an environ- 
mental radiation specialist with the radiological 
health branch, Division of Engineering Re- 
sources, Bureau of State Services, Public Health 
Service. Mr. Terrill is acting chief of the 
branch and chairman of the Committee on 
Radiological Health of the Engineering Section, 
American Public Health Association. Dr. 
Ingraham is assistant chief of the branch. 
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Medical and Dental Uses of X-ray 


In the United States today, more than 125,000 
X-ray units are being used for diagnosis and 
therapy—approximately 50,000 by general 
practitioners, physician specialists, radiologists, 
and in hospitals and clinies (7) ; 65,000 by den- 
tists; and 11,000 by doctors of osteopathy and 
doctors of chiropractic. 

In the operation of these X-ray units, more 
than 215,000 medical-technical personnel are 
potentially exposed to radiation. These per- 
sonnel include about 3,000 radiologists devoting 
full time to their specialty, 500 physicians de- 
voting most of their time to radiology, 600 
physicians who are second- and third-year resi- 
dents in radiology, 31,000 general practitioners 
and specialists owning their own equipment 
(7), 67,000 dentists, 11,000 osteopaths and 
chiropractors, 40,000 X-ray technicians, and 
probably close to 40,000 dental technicians and 
assistants. This listing undoubtedly omits 
many nurses, clerks, attendants, and technicians 
who are exposed to radiation in a lesser degree. 

Although many instances of excessive ex- 
posure of X-ray personnel are reported in the 
literature, few specific data are available re- 
garding average exposure for these workers. 
In a 3-week survey of personnel in doctors’ and 
dentists’ offices and X-ray departments, it was 
found that about 3 percent of the exposures ex- 
ceeded the present-day maximum permissible 
dose of 0.3 roentgen per week. However, 81.5 
percent were less than 0.05 roentgen per week 
(2). In a 9-month survey of personnel in 
X-ray departments only, about 0.4 percent of 
the exposures exceeded 0.3 roentgen per week, 
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X-ray units in the healing arts 


with 97 percent being less than 0.05 roentgen 
per week (2). 

Exposures of X-ray personnel in Public 
Health Service hospitals range from 0 to 0.46 
roentgen per 2-week period. An appreciable 
fraction of radiologists experience exposures 
averaging more than 0.1 roentgen per day. 
About 20 percent of the personnel operating 
photofluorographic equipment exceeded 0.3 
roentgen per week prior to the start of a suc- 
cessful radiation control program. 

Operators of dental X-ray machines receive 
approximately 0.1 roentgen of general body ex- 
posure per eight mouth examinations, each of 
which consists of ten 3-second exposures. This 
figure assumes careful operation of the unit. 
In conducting mass dental X-ray surveys, op- 
erators can easily receive the maximum per- 
missible dose of radiation even with some 
rotation of operators. Persons in the immedi- 
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ate area of dental X-ray units can receive 
appreciable percentages of the maximum per- 
missible dose. 

In addition to the operators, a considerable 
portion of the general population is also ex- 
posed to radiations from X-ray machines. Of 
the 2,500,000 persons seen daily by physicians, 
a large number have some X-ray diagnostic 
procedure performed upon them by the physi- 
cians, and 82,000 are referred to radiologists. 
Approximately 25,000,000 X-ray examinations 
are given annually by radiologists (7). Data 
relative to radiation exposures resulting from 
these examinations are summarized below: 


Average radia- 
tion dosage Distribution 


Type of examination (roentgens) (percent) 
ESE a 2.7 51. 88 
Photofluorographic---- ~~. ----- 1.0 33. 64 
Fluoroscopic - - - - - Smnabertiatenn 65. 0 14. 48 
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The radiation exposures range from approxi- 
mately 1 roentgen for a photofluorographic 
examination to about 65 roentgens for an aver- 
age fluoroscopic examination. Using the data 
in the above table and weighting each radiation 
dosage by its percentage distribution, an over- 
all average radiation dose can be calculated. 
This average dose is 11 roentgens per exami- 
nation. 

X-ray treatments given annually by radiolo- 
gists number more than 4,000,000 (7). These 
treatments are usually confined to a very small 
portion of the patient’s body, and are usually 
administered at several sittings. The average 
total dosage per patient is about 5,000 to 7,000 
roentgens. 

Probably the largest single source of medical 
radiation exposure in the United States is the 
mass chest X-ray survey for tuberculosis. An 
estimated 15,000,000 persons were given chest 
X-rays in such surveys in 1950. Most of the 
X-rays given in the mass survey are the photo- 
fluorographic type, which results in about 1.0 
roentgen exposure to the patient’s chest per 
examination. 

Some 84,000,000 films are used annually for 
dental X-ray examinations. In 1949, the 60 
million persons (40 percent of the population) 
who visited their dentists were potentially ex- 
posed to radiation from this source. The aver- 
age exposure to the patient per film is about 5 
roentgens, most of the exposure being limited to 
the mouth of the patient. 


X-ray in Industry 


Industrial X-ray devices include primarily 
(a) radiographic and fluoroscopic units used 
for the determination of defects in castings, 
fabricated structures, and welds, and (0) fluo- 
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roscopic units used for the detection of foreign 
material in, for example, packaged foods. At 
present, there are approximately 800 industrial 
radiographic installations in the United States 
(3), and about 5,000 persons are potentially 
exposed to radiation in the use of the equip- 
ment. Industrial X-ray units, both radio- 
graphic and fluoroscopic, probably number 
about 2,000. 

Exposure levels for personnel operating 
these machines depend upon the type of in- 
stallation and the operating procedures used. 
Most permanent installations were designed 
and the personnel assignments planned so as to 
limit exposures to the levels recommended by 
the National Committee on Radiation Protec- 
tion at the time the installation was built. 
However, the downward revision of the maxi- 
mum permissible dose calls for a reevaluation 
of the older installations. 

Fluoroscopy is also sometimes used for the 
scanning of personnel to detect pilfering. 
Exposures of 0.045 to 0.09 roentgen per inspec- 
tion may be received by the “subject.” The 
unit operator may receive 0.1 roentgen, largely 
limited to his head and shoulders, for each 50 
persons inspected (4). 

Other potential sources of X-ray exposure in 
industry are found in connection with the 
manufacture, testing, and operation of high- 
voltage electronic tubes. Personnel exposures 
may range as high as 2.5 roentgens per day. 


Commercial Use of X-ray 


The use of fluoroscopy in shoe-fitting results 
in radiation exposures to both operators of the 
fluoroscopes and the public. Mean exposures 
for the customer range from 7 to 14 roentgens 
per 20-second exposure. Although the radia- 
tion is intended only for the feet, dosages of 
0.03 to 0.17 roentgen per 20-second exposure 
may be received by the pelvis. The number of 
exposures received by shoe customers is not 


_known. In the operation of the approximately 


10,000 fluoroscopes in the United States, 30,000 
to 40,000 sales people are exposed to radiation. 


X-ray in Research 


With the development of atomic and nuclear 
physics, high-voltage X-ray machines have be- 
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come familiar features of research laboratories 
in universities and similar institutions. Few 
data are available as to the levels of exposure 
received by personnel in these radiation labora- 
tories. Injuries have probably been held to a 
minimum by frequent turnover of personnel. 
However, in laboratories where cyclotrons, lin- 
“ar accelerators, and positive ion tubes, as well 
as high-voltage X-ray machines, are used, it is 
estimated that there is a frequency rate of “one 
palpable injury per 20 to 30 man-years of active 
employment in radiation work” (4). 

Also in use for research purposes are about 
1.500 X-ray diffraction units. Surveys of these 
units by the radiological health branch of the 
Public Health Service have recorded intensities 
of scattered radiation up to 1 roentgen per hour. 
Several cases of skin ulcers resulting from acci- 
dental overexposures in the use of these units 
have been reported. . 

Another X-ray unit found in many labora- 
tories is the electron microscope. Approxi- 
mately 500 are in use. Intensities of scattered 
radiation from these units may range up to 1.5 
roentgens per hour. 


Radioisotopes Distributed by AEC 


More than 900 universities, hospitals, and re- 
search laboratories in 46 States have used or 
are using radioisotopes produced by the Atomic 
Energy Commission for medical, biological, in- 
dustrial, agricultural, and scientific research, 
and medical diagnosis and treatment. During 
1950 an average of 45 curies of radioactive 
isotopes were distributed per month. There 
are currently some 7,500 persons who are di- 
rectly involved in the use of these materials. 
About 1 in 300 radioisotope users exceeds the 
present-day maximum permissible dose in a 
given week. Fifty to seventy-five percent re- 
ceive less than 0.05 roentgen per week. 

Patients to whom radioisotopes are adminis- 
tered internally may receive up to 10 or more 


roentgens whole-body exposure from diagnos- ' 


tic doses and 75 to 100 roentgens from thera- 
peutic doses. Calculated dosages to single 
organs, such as the thyroid gland, range from 
10,000 to 300,000 roentgens, 

Radioisotopes are also used in medical ther- 
apy as external sources of radiation. Beta-ray 
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applicators are available for the treatment of 
certain eye conditions. Cobalt-60 is available 
in the form of large shielded concentrated 
sources for deep therapy and in the form of 
small needle sources for intracavitary and in- 
terstitial therapy. 

Yobalt-60 is used industrially for radiog- 
raphy. About 80 sources are being used in the 
United States in industries such as railroading, 
steel production, boiler-making, automobile 
manufacture, ceramics production, pressure 
vessel manufacture, and the making of castings. 
The intensity of radiation from 1 curie of un- 
shielded cobalt-60 at 1-foot distance is 14.4 
roentgens per hour. The quantities used in in- 
dustry range from 100 or 200 millicuries up to 
as high perhaps as 1 curie. 

Thickness gauges using radioisotopes are be- 
coming more and more popular in industry. 
More than 50 such gauges using strontium-90 
and some 20 using other radioisotopes are pres- 
ently in use in the United States. Surveys 
have shown that the external radiation to 
which personnel working around these units 
are exposed is well below the maximum permis- 
sible dose. Strontium-90 is also used to acti- 
vate phosphors for use in luminous markers, 
which are hermatically sealed to prevent escape 
of the radioactive material. 

These and other radioisotopes are being 
widely used in a variety of industrial research 
problems. 

Within the next few years, industrial uses of 
fission products are expected to become more 
widespread. Through 1950, however, only 
about 4 curies had been distributed by the 
Atomic Energy Commission. 

Wastes from the use of radioisotopes in in- 
dustry, the medical profession, and research 
laboratories could cause radiation exposure to 
persons outside the installations using the 
radioisotopes. Safe disposition procedures are 
well covered in official publications. 


Radium 


The radiation from 1 curie of radium, in 
equilibrium with its decay products and en- 
closed in 0.5 mm. of platinum will produce a 
gamma-ray exposure of about 9.0 roentgens per 
hour at a distance of 1 foot. 
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Many individuals are potentially exposed to 
radiation in the medical use of radium. Pa- 
tients receive radiation dosages comparable to 
those given in X-ray treatment. Nurses and 
other persons attending the patient are also ex- 
posed during the course of treatment. Tech- 
nicians and therapists often receive high ex- 
posures since radium can seldom be applied ac- 
curately with remote handling devices. Local 
exposure to their hands often exceeds 1 roent- 
gen per day. In the preparation and handling 
of radon applicators, these personnel may re- 
ceive additional radiation exposures. 

During World War IT, radium was used ex- 
tensively in the United States for industrial 
radiography, largely because X-ray units were 
difficult to obtain. As much as 100 grams were 
in use. In 1948, the amount had declined to 
50 grams (6). At present, many of the radium 
radiographic installations have been replaced 
by X-ray machines and cobalt-60. 

Radium sources are commercially available 
in 25-, 50-, 100-, 200-, 300-, and 500-milligram 
units. The 100- and 200-milligram units are 
most commonly used. Average exposures re- 
ceived by industrial personnel handling radium 
are not known. 

Another industrial use of radium is in self- 
luminous paint. During World War IT, several 
thousand workers were using this paint, and 
several hundred grams of radium were utilized. 
After the war, the number of workers decreased 
until in 1948 there were only about 300 (6). 
Although each worker handles only a small 
quantity of radium, the hazards are great since 
the radium is not sealed in a container and can 
therefore be ingested or inhaled. 

Under present conditions, it is recommended 
(National Bureau of Standards Handbook 47) 
that the amount of radium-226 fixed in the body 
should not exceed 0.1 microgram. Fatalities 
have been known to occur when the amount was 
approximately 1 microgram. Under the best 
working conditions existing in 1943 in the 
radium-dial-painting industry, 15 percent of 
the workers accumulated more than the maxi- 
mum permissible amount (7). In a recently 
reported survey at an instrument shop, a degree 
of radium contamination greatly in excess of 
the maximum permissible concentration was 
found. 
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It is generally accepted that the maximum 
permissible concentration for radon in the air 
is 10 micromicrocuries per liter (5). When 
workroom ventilation requirements are met, the 
radon concentration in the workroom air does 
not exceed 30 percent of the maximum permis- 
sible concentration. However, ventilation re- 
quirements are not always met, especially in 
storage and packing rooms and offices. 

The normal gamma-radiation exposure re- 
ceived by dial-painting workers appears to be 
about 0.02 roentgen per day (5). Exposures to 
radiation may also occur in the use of finished 
products containing a luminous compound. A 
watch may have approximately 1 microgram of 
radium on it. Some clocks and aircraft instru- 
ments contain from 10 to 100 micrograms of 
radium. The level of exposure at the instru- 
ment panel in airplanes so equipped may be 0.01 
roentgen per hour, and at the pilot’s body posi- 
tion from 0.0002 to 0.001 roentgen per hour. 

An important factor to be considered in de- 
termining radiation exposure in the United 
States is that radium and many other naturally 
radioactive materials may be purchased on the 
open market. No formal application or special 
facilities are required in order to obtain these 
materials. 

Numerous instances of radium being lost have 
been reported, all constituting danger of un- 
suspected radiation exposure. Taft (8) has 
reported on 107 losses, with 59 complete recov- 
eries, 11 partial recoveries, 36 total losses, and 
1 not recorded. 


Static Eliminators 


Static eliminators containing radioactive 
sources are widely used in textile and paper 
trades, printing and photographic processing 
industries, and by telephone and telegraph com- 
panies. They are also used with analytical 
balances and microtomes. 

One type consists of a bar containing a strip 
of metal impregnated with radium. A thin 
layer of gold and nickel is plated over the 
radium metal strip to protect the radium and 
act asa seal. The main hazards from this type 
result from exposure to beta and gamma radi- 
ation (alpha constitutes little external hazard) 
and radon gas. 
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Exposure levels in the working areas near 
these units are generally about 0.005 roentgen 
per hour but may range up to 0.085 roentgen 
per hour. Unless care is exercised and the nec- 
essary shields used, maintenance men and other 
workers whose duties require them to be close 
to such units frequently can be exposed to radi- 
ation levels as high as 1 roentgen per hour. 

The radon hazard is small if the units are 
given proper care and used in ventilated areas. 
However, if the seal is broken, a radon hazard 
may result. Several surveys have pointed out 
that improper storage and handling of static 
eliminators is common. 

A second type of static eliminator contains 
polonium as the radioactive source. This unit 
constitutes little external radiation hazard 
since the alpha particles from polonium travel 
only a short distance in air. The hazards as- 
sociated with its use result from ingesting, ab- 
sorbing, or inhaling polonium liberated through 
breaking or flaking of the gold seal. 

Small polonium bars are also mounted on 
brushes as static charge eliminators for phono- 
graph records and photographic films. 

A point about polonium that must be given 
careful consideration in certain applications is 
that polonium volatilizes at lower temperatures 
than radium. 


Shipping of Radioactive Materials 


Radiation exposures can occur during the 
handling and shipping of radioactive mate- 
rials. Under the current regulations governing 
the shipment of these materials by air, the max- 
imum exposure which an airplane crew member 
or passenger could receive would be 0.012 roent- 
gen per hour. The maximum exposure for 
pilots (flying 85 hours per month) would there- 
fore be 1.02 roentgens per month (9). 


Nuclear Reactors 


Radiation exposures associated with the oper- 
ation of nuclear reactors include those from the 
reactor itself, from its ventilation and cooling 
effluents, and from its fission products. 

Data on the “water boiler” type reactor be- 
ing built at the North Carolina State College 
serves as a tentative guide in establishing the 
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Enriched-uranium, graphite-moderated reactor 


importance of such installations as sources of 
radiation exposure (10). 

A maximum of some 10° curies of activity 
will be present in the fuel solution of this reac- 
tor. Heavy shielding will be required to limit 
all radiation exposure from the reactor and its 
accessories to a safe level. 

At maximum operating level, 10 kilowatts, 
the reactor will require 3 gallons of water per 
minute for cooling. Upon leaving the reactor, 
the water will contain some 1,000 disintegra- 
tions per second per cubic centimeter. Assum- 
ing no shielding and no internal absorption of 
radiation by the water, 10 gallons of freshly 
irradiated water would produce a radiation 
dosage rate of approximately 0.08 roentgen per 
8 hours at a distance of 5 feet. After 1 hour, 
the dosage rate would drop to about 0.0008 
roentgen per 8 hours at a distance of 5 feet. 
Tanks for collecting and retaining this waste 
water for 10 hours will be provided. 

Some 40 liters per hour of waste gases will be 
produced at 5 kilowatts normal operating level. 
The activity of these gases will amount initially 
to about 7,000 curies per kilowatt minute. After 
4 hours, however, this 7,000 curies will have de- 
cayed to 0.15 curie. 

Solid as well as other liquid and gaseous 
wastes will result if laboratory or experimental 
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programs are conducted in conjunction with 
operation of the reactor, or if the used nuclear 
fuels are reprocessed. 

A second type of nuclear reactor, an en- 
riched-uranium, graphite-moderated reactor, is 
being built for industrial research. It will be 
operated at a maximum power level of 200 kilo- 
watts. Shielding, weighing a total of 450 tons, 
will be provided by 6 inches of steel and about 3 
feet of “heavy” concrete. Data as to the wastes 
from operation of this reactor and the possible 
resulting radiation exposures have not been re- 
leased. 

Undoubtedly, other reactors will soon be 
built at other colleges and universities and in 
industry. At least five major universities have 
expressed interest in following the steps of 
North Carolina State College. 


Particle Accelerators | 


In 1941, there were only some 16 cyclotron 
laboratories in the United States. Today, how- 
ever, more than 100 particle accelerator units, 
including cyclotrons, synchrotrons, van de 
Graaff generators, and betatrons, are in use. 

Exact determination of the type and intensity 
of radiation encountered around particle ac- 
celerators is often difficult and sometimes im- 
possible because of the mixture of radiations 
present. Beta radiation originates from the 
various accelerators, but the possibility of di- 
rect exposure is slight. Neutrons probably 
constitute one of the main hazards, as they are 
produced in profusion in the operation of cyclo- 
trons and synchrotrons. 

Impaired vision of several nuclear physicists 
as a result of work with cyclotrons was reported 














The 184-inch Berkeley synchrocyclotron 


recently. The general injury rate for labora- 
tory radiation workers was discussed above un- 
der X-ray in Research. 


AEC Activities 


Activities sponsored by the Atomic Energy 
Commission which result in radiation exposure 
include uranium mining and milling, nuclear 
reactor operations, and testing of weapons. 

Uranium mining and milling in this country 
is carried on primarily in the region of the 
Colorado Plateau. Some 2,000 miners and 
millers are engaged in this work. The mining 
and processing of the ores and metals yields 
dusts and fumes which are sources of radioac- 
tive air pollutants. Radon gas is also a hazard. 
The Public Health Service and several State 
health agencies, which are active in studies of 
the specific hazards in this industry, have re- 
ported finding radon exposures above the maxi- 
mum permissible concentration in several of the 
mines. In these instances, control measures, 
particularly ventilation, are being applied as 
rapidly as possible. Detailed physical exami- 
nations of over 1,100 workers have revealed no 
evidence of health damage from radioactivity. 

Atomic Energy Commission installations 
conducting nuclear reactor operations are 
located in many areas of the United States. 
The radius of the potential health hazards of 
these operations may be increased by the dis- 
charge of radioactive liquid and gaseous wastes. 
For example, the installation at Oak Ridge, 
Tenn., discharges up to 5 curies per day of 
liquid wastes to the White Oak Creek. The 
potential risks are by no means always confined 
to those directly associated with such activities. 
For these reasons, an effective radiation control 
program has been an integral part of atomic 
energy operations since their inception. 

In 1951, 12 bombs were detonated at the AEC 
Proving Ground in Nevada. The activity 1 
hour after detonation of a nominal atomic bomb 
is approximately 10° curies. One week later, 
about 10’ curies remain. Fortunately the ma- 
jority of this radiation probably remains in 
the upper atmosphere, but some of it is widely 
distributed causing a temporary average in- 
crease in radioactivity throughout the United 
States. 
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Accidents 


Numerous instances of radiation injury from 
accidents have been recorded in the literature. 
Moreover, it is believed that these represent 
only a small fraction of the accidents which 
occur. Any radiation exposure resulting from 
accidents would be in addition to the expo- 
sures discussed here. Obviously, the potential 
amount of exposure and the probable severity 
of injury incurred in an accident would vary 
with the amount of radiation involved. 


Summary and Conclusions 


A review of the literature reveals that the 
average annual radiation exposure from medi- 
cal diagnostic procedures is about 2 roentgens 
per person. This exposure is received by a 
large portion of the population. Other medi- 
cal sources of exposure are dental X-rays and 
medical radiation treatments. 

Many segments of the population receive ad- 
ditional exposures as a result of contact with 
radioactive materials and radiation-generating 
units in commerce, industry, and research. 

From the data presented, it is not possible 
to reach definitive conclusions as to the magni- 
tude of the radiological health problem or as 
to the relative importance to public health of 
the several sources of ionizing radiation. It 
is hoped, however, that publication of this 
paper will encourage further studies which will 
lead to more conclusive data. 

This review, meanwhile, indicates that large 
numbers of the population are currently ex- 
posed to radiation appreciably in excess of 
natural background. Such exposure often ap- 
proaches doses recommended as the maximum 
permissible for radiation workers. The sources 
of these exposures vary from community to 
community, and their relative health impor- 
tance is continually changing. 

A tremendous national effort is being made 
by military and civilian agencies to expand the 
production and use of radioactive materials. 
It is expected that the near future will bring 
nuclear reactors for power production, re- 
search, and transportation into widespread use. 
Many radiological health workers believe that 
as this technological development occurs pro- 
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tection from radiation must become a major 
concern of public health programs. The time 
to organize and train to meet the radiological 
health responsibility of the future is at hand. 
The ability of health workers to cope with pub- 
lic health problems arising from the increas- 
ing hazard of ionizing radiation will be more 
readily developed if they learn to search out 
and to deal with the radiological health prob- 
lems of today. 
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A complete bibliography of the source material for 
this article is available from the radiological health 
branch, Division of Engineering Resources, Bureau of 
State Services, Public Health Service. 


65 


Chemical Labeling Committee Reactivated 


HE INTRODUCTION within recent years 

of a multitude of new chemicals and the 
increasing commercial application of chemical 
products have intensified the need for proper 
precautionary labeling. The use of adequate 
warning designations on containers of chemical 
products is essential in protecting the health 
of not only those who handle these materials 
in their various repackaging and processing 
stages but also of the ultimate consumers. 

To reappraise current needs and to take new 
steps to meet today’s problems, the Public 
Health Service is reactivating the work of the 
Chemical Products Agreements Committee, 
which had functioned prior to 1950. The new 
committee, to be known as the Chemical Prod- 
ucts Labeling Committee, will serve in an ad- 
visory capacity to the Labels and Precaution- 
ary Information Committee of the Manufac- 
turing Chemists’ Association and to other agen- 
cies, such as State health and labor depart- 
ments. The Public Health Service will pro- 
vide a focal point in the Federal Security 
Agency for obtaining expert opinion on the 
need for labeling as well as for developing base 
lines for uniform labeling practices. 

In recent years, practically every State health 
department and many labor departments have 
become interested in the labeling of toxic mate- 
rials, and the resultant development of varying 
labeling requirements throughout the country 
has made it difficult for industry to cooperate. 

In the interest of promoting uniform Jabel- 
ing, an effort will be made by the Chemical 
Products Labeling Committee to unite the ac- 
tivities of the various groups interested in this 
problem, to encourage better labeling practices 
throughout industry, and to assist in the devel- 
opment of improved labels. 

The forerunner of this committee, in coopera- 
tion with the Manufacturing Chemists’ Asso- 
ciation, had been concerned with the develop- 
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ment and administration of specific agreements 
between the Surgeon General and certain chem- 
ical manufacturers, covering warning designa- 
tions to be used on containers. Drawn up in 
the early 1930’s, these agreements with manu- 
facturers of methanol, carbon tetrachloride and 
other chlorinated hydrocarbons, carbon disul- 
fide, aniline, benzene, and chlorinated naphtha- 
lenes, diphenyls, and diphenyl oxides were self- 
limiting because they were designed for specific 
conditions. These agreements have now been 
discontinued by the Public Health Service as 
part of its efforts to foster broader labeling 
practices better adapted to present conditions. 

The products specified in the agreements that 
have now been abrogated, as well as all other 
potentially hazardous chemicals, are covered by 
a label pattern developed by the Labels and Pre- 
cautionary Information Committee of the Man- 
ufacturing Chemists’ Association, with the con- 
currence of the Public Health Service. Such a 
pattern is believed to afford a more feasible ap- 
proach to the problem presented by the tremen- 
dous expansion of the chemical industry. 

Surgeon General Leonard A. Scheele, com- 
mending the work of the Labels and Precau- 
tionary Information Committee, indicated that 
the Public Health Service endorses the princi- 
ples of labeling as set forth in part I of Man- 
ual L-1, Warning Labels, published by- the 
Manufacturing Chemists’ Association. He 
stressed that the identification of potentially 
hazardous materials through proper and uni- 
form labels is vital to the public health. 

This labeling program has been developed for 
bulk packages of chemicals intended for com- 
mercial use and in no way affects the provisions 
of the Federal Caustic Poison Act, which ap- 
plies to some caustic and corrosive chemicals in- 
tended for household use, or of the Federal 
Food, Drug, and Cosmetic Act, which requires 
adequate warnings on the labels of all drugs. 
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Members appointed by the Surgeon General 
to the Chemical Products Labeling Committee 
represent a cross section of Public Health Serv- 
ice activities related to this problem. Jo- 
seph E. Flanagan, Jr., assistant chief, Divi- 
sion of Occupational Health, will serve as chair- 
man of the committee; members will be Dr. 
Samuel W. Simmons, chief of the technical de- 
velopment branch, Communicable Disease Cen- 
ter; Frederick S. Kent, chief of the home 


accident prevention unit, Division of Sanita- 
tion; Dr. Donald J. Birmingham, chief of the 
clinical investigations section and of the der- 
matology unit, Division of Occupational 
Health; Dr. Herbert E. Stokinger, chief toxi- 
cologist, Division of Occupational Health. The 
Manufacturing Chemists’ Association has ap- 
pointed as a representative on this committee 
the chairman of its Labels and Precautionary 
Information Committee. 





Diphtheria in the United States 


The incidence of diphtheria in the 


not been of the same magnitude in 


Pacific 1.3. In each instance this 


United States has shown a steady 
decline during the past few decades. 
From a 3-year average rate of 60.3 
eases per 100,000 population for 
1929-31, the rate dropped to an 
average of 3.9 for the period of 1949- 


each division. The highest rate 
(82.8) in 1929-31 was in the South 
Atlantic division. In 1949-51 the 
high incidence has shifted farther 
south and the rate of 8.9 in the East 
South Central division was the high- 


represents a substantial decrease as 
compared with average rates for the 
1949-51 period. 

Comparison of the percentage of 
the total cases occurring in the 
various areas also shows the shift 





51. It is estimated by the National 
Office of Vital Statistics that 3,206 
eases of diphtheria will be reported 
in 1952, which would be a morbidity 
rate of about 2 cases per 100,000 
population for the year. 

During the last 2 decades decreases 
have occurred in diphtheria inci- 
dence rates for each of the geo- 
graphic divisions, but these de- 
creases, as shown in the chart, have 


est. 


On the basis of data available 
in November 1952, it is estimated 
that the rates in 1952 in the various 
geographic regions will be approxi- 
mately as follows: New England 0.5 
cases per 100,000 population, Middle 
Atlantic 0.9, East North Central 0.7, 
West North Central 1.4, South Atlan- 
tic 4.3, East South Central 5.6, West 
South Central 4.1, Mountain 1.6, and 


in incidence from northern to south- 
ern States. For the period 1929-31, 
34 percent of the cases in the United 
States were reported in the three 
southern divisions; Middle Atlantic, 
East South Central, and West South 
Central. During 1949-51, 64 per- 
cent occurred in these areas and in 
1952 the proportion is still greater, 
namely 68 percent. 
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United States Vital 


A new high for births and a continuing low 
level for deaths appear very likely for 1952 
(table 1). Thus the natural increase in the 
population of the United States—that is, births 
minus deaths—should be greater than for any 
previous year. Marriages in 1952 continued to 
drop from the all-time high reached in 1946. 
On the basis of data from 19 States, divorces, 
which have also dropped off since their 1946 
peak, appear to be rising slightly in 1952. These 
statements are based on provisional figures for 
States shown in the Monthly Vital Statistics 
Report for January-September 1952. Each 
ruonth the figures are sent by State and local 
officials to the National Office of Vital Statistics. 


Deaths 


Mortality statistics for the United States 
show that for the last 4 years, 1948-51, less than 
10 people out of every 1,000 died during the 
year. For the first 9 months of 1952 the-death 
rate was 9.6 deaths per 1,000 population, indi- 
cating that 1952 is likely to rank along with 
1950 in having the lowest death rate on record. 

For the past 15 years, 1937-51, the infant 
mortality rate (deaths under 1 year of age per 





Prepared by the National Office of Vital Statis- 
tics, Public Health Service. 
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Statistics, 1951-1952 


1,000 live births adjusted for changing num- 
bers of births) for each year has been lower 
than that for the preceding year. For the pe- 
riod January—September 1952, the infant mor- 
tality rate was 28.3, so that 1952 may prove to 
be no exception to this trend of ever lower 
annual rates. 

The summer of 1952 was noteworthy for long 
spells of record-breaking hot days in many parts 
of the country. That the heat wave had some 
effect on mortality is evident in two of the 
accompanying charts. Generally, in its sea- 
sonal variation the death rate decreases from 
May to June. Last year the death rate swung 
upward from 9.4 deaths per 1,000 population for 
May to 9.8 for June, the highest rate for June 
since 1944. The infant mortality rate rose from 
28.2 infant deaths per 1,000 live births for May 
to 30.2 for June, contrary to its usual downward 
seasonal swing. Unusual increases were noted 
in the death rates for diseases of the cardio- 
vascular system, for accidents, for homicide, 
and for some gastrointestinal diseases. 

Table 2 gives the estimated death rates for 
selected causes in the United States during the 
first 9 months of 1951 and of 1952. The rela- 
tive timeliness of information on causes of death 
is made possible through the cooperation of the 
States in sampling their death records monthly. 
The State vital statistics offices send to the na- 
tional office every tenth death certificate, which 
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is processed immediately. However, this early 
information is less accurate than the complete 
data that will be available when all the death 
certificates are received. A discussion of the 
amount of error to be expected as a result of 
sampling variation is presented in the Monthly 
Vital Statistics Report. 


Births 


In 1951 and the first 9 months of 1952 the 
number of births exceeded records set in 1947. 
For January-September it is estimated that 
2,856,000 births were registered in 1952 as com- 
pared with 2,811,000 in 1951 (table 1). The 
number recorded during all of 1951 (3,758,000) 
was in turn almost 2 percent above the 1947 
figure of 3,699,940 (final). In the years be- 
tween these high points, the annual number of 
registered births held consistently at 314 mil- 
lion. 
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The total number of births is slightly larger 
than the number registered because of the fail- 
ure to register some births. It is estimated 
that 3,833,000 children were born in 1951 as 
compared with 3,817,000 in 1947. 

The crude birth rate serves to indicate what 
proportion births bear to the current popula- 
tion of all ages. In a period of rapidly in- 
creasing population, as at present, this pro- 
portion may decline despite a rise in the num- 
ber of births. Thus, the crude birth rate based 
on registered births was 24.5 per 1,000 popu- 
lation in 1951 and 25.8 in 1947. Between 1950 
and 1951, a period in which the number of 
births rose sharply, the rate also increased 
(from 23.5 to 24.5). The slightly higher num- 
ber of births in the first 9 months of 1952 as 
compared with 1951 caused no change in the 
birth rate, which was 24.6 for both periods. 


























Table 1. Vital statistics: United States, January—September, 1951 and 1952 
Number | Rate 
| -— i ie eneenagy 
| Percent ” ‘ | Percent 
; ‘ mae | a 
Live births: 
SS Eee Le See ea eee 2, 856, 000 2, 811, 000 | +1.6 24. 6 | 24. 6 0 
Corrected for under-registration..._| 2, 905, 000 2, 867, 000 | +1.3 25.0 | 25. 1 | —0. 4 
Marriage licenses_..-...........-.--- 1, 161, 840 1, 223, 951 | —5.1 | 10. 0 | 10. 7 | —6. 5 
OO SE ae ert eer 1, 114, 000 1, 106, 000 | +0. 7 9. 6 | 9.7 | —-1.0 
OS ee ee | 80, 500 79, 400 +1. 4 | 28. 3 28. 6 | —1.0 
Ss : 





Note: Deaths exclusive of fetal deaths and of deaths among armed forces overseas. Birth, death, and 
infant death data estimated. Birth, death, and marriage license rates per 1,000 population excluding armed forces 
overseas; infant mortality rates per 1,000 live births and adjusted for changing numbers of births. All rates on an 
annual basis. Population estimates prepared by the Bureau of the Census. 
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The recent upsurge in births began early in 
1951 with peak increases over 1950 occurring 
in the months March through June. In the 
latter half of 1951, the birth rate each month 
exceeded that for the corresponding month of 
1950, but by a smaller margin. The chart com- 


Table 2. Estimated death rates for selected 
causes of death: United States, January— 
September, 1951 and 1952 


[Exclusive of fetal deaths and of deaths among armed forces 
overseas; rates on an annual basis per 100,000 estimated 
population, excluding armed forces overseas] 





| Death rate, 
| 

















January— 
Cause of death September 
1952 1951 
All causes___- ~~ SAE Nee 958. 9 966. 6 
Tuberculosis, all forms__....------ 17. 3 20. 3 
Syphilis and its sequelae______.--- 3. 7 4.6 
Dysentery, all forms. .......----- . 6 | ei 
a a ae 2 
Weeepene Gough................- 3 i 
Meningococcal infections_________- 1.0 | 
Acute poliomyelitis.............-- 1.9 * 
Eee 4] a 
All other infective and parasitic 

a 3. 3 | 2.9 
Malignant neoplasms, etc. (princi- | 

| ee eee 142.7| 141.6 
Diabetes mellitus__..........---- 16. 2 | 16. 4 
Major cardiovascular-renal diseases_| 507. 5 511. 7 

Diseases of cardiovascular system.| 493.8 496. 3 

Vascular lesions of central nerv- -~ 
fae 108. 5 104. 6 
Rheumatic fever___.....__--- 1.0 1.1 
Diseases of heart_........--_-- 350. 6 355. 5 
Hypertension without mention 
of heart and general arterio- 
RR EE ee 28. 3 | 30. 2 
Other diseases of circulatory | 
and a 5. 4 | 4.8 

Chronic nephritis, ete__-__---_- 13. 7 | 15. 4 
Influenza and pneumonia, ete __ _ _- | 31.3 32. 7 
Uleer of stomach and duodenum_._--! 5. 6 | 5. 4 
Gastritis, duodenitis, enteritis, ete__| 5. 4 | 5.1 
cerenene Of PVOl.....<....-.«-<-. | 9.8 | 10. 0 
Acute nephritis, ete__...___- peace 1.8 2.1 
Complications of pregnancy, ete _ __ 1. 6 | 1.8 
Congenital malformations___-____--| 12.1 | 11.8 
Senility, ete., and ill-defined condi- , 

___ "EERE ae ears | 182 ‘16. 7 
Motor-vehicle accidents...........| 22.2 21.1 
All other acciderts___.....__.__-- | 38.9 38. 9 
I ne ocd en ee a es 10. 0 10. 5 
Homicide _______- a | 4.8 4.5 
All other causes................-- | 105. 0 104. 5 








Nore: Figures are based on a 10-percent sample of 
death certificates. The sampling error varies with the 
size of the death rate. For example, the estimate for 
diseases of heart is subject to an error of 0.5 percent, 
and for syphilis, 4 percent. Diphtheria, with a rate of 
only 0.2, is subject to an error of 22 percent. 
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paring monthly rates for 1951 and 1952 through 
September indicates that the main increases in 
1952 occurred in July through September. 

Part of the over-all increase in births in 1951 
and 1952 was undoubtedly due to greater num- 
bers of first-order births resulting from the 
sharp rise in marriages soon after the outbreak 
of hostilities in Korea. However, it is likely 
that increased numbers of higher-order births 
in these years also contributed to the gain. 


Marriages 


Monthly marriage license rates for the United 
States in 1951 and in 1952 through September 
(fourth chart) reveal a fairly similar seasonal 
pattern. Fewer marriage licenses are issued 
during the winter months than in the spring 
and summer, and June is the most popular 
month for obtaining marriage licenses. 

In the past, marriage licenses have been re- 
sponsive to such factors as the demobilization 
following the last war, the outbreak of hostil- 
ities in Korea, and the varying dates of Easter. 
The low birth rates during the business de- 
pression of the early 1930’s, with the conse- 
quent reduction in numbers of young persons 
reaching marrying age during the current 
period, are now adversely affecting the number 
of marriages. 

Because marriages by month on a current 
basis are not obtainable for the United States, 
the National Office of Vital Statistics publishes 
data on marriage licenses, rather than mar- 
riages, for most States. On an annual basis, 
the number of marriages is 1 to 3 percent less 
than the number of marriage licenses. Monthly 
figures on marriage licenses start with data for 
1944, and annual figures on marriages go back 
to 1867. 

Figures on marriage licenses for city areas 
that have populations of 100,000 or more are 
available by month starting with 1939. 


Divorces 


Current monthly figures on divorces for 19 
States are published in the Monthly Vital Sta- 
tistics Report. A somewhat larger group of 
States will be represented in the 1953 issues of 
this report. Annual estimates on divorces in 
the United States are available from 1867 
through 1951. 
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Birth Statistics in Maternal and Child 


Health Programs 


By WILLIAM HAENSZEL, M.A. 


ANY convincing reasons can be advanced 

for processing all data from birth certifi- 
cates as a single integrated operation. The 
data cannot, for example, be segregated into 
two watertight compartments—legal and medi- 
cal. Such items as race, place of delivery, and 
previous child-bearing history of the mother 
are all part of the legal certificate, which is 
handled by the bureau of vital statistics, but 
they must also be taken into account in tabulat- 
ing and interpreting the medical data, which in 
some places is handled by maternal and child 
health personnel. Processing a single punch 
card eliminates some duplication of work and 
simplifies scheduling of coding, punching, and 
tabulating procedures. Furthermore, the bu- 
reau of vital statistics is best equipped to con- 
duct follow-up inquiries to complete informa- 
tion and routinely match infant death certif- 
icates with birth records. Desired birth tabu- 
lations can be furnished to maternal and child 
health administrators. 

This paper deals primarily with problems of 
collection and analysis of material usually 
found on the medical supplement of the birth 
certificate, including data on fetal and neonatal 





Mr. Haenszel is chief of the biometrics section, 
National Cancer Institute, National Institutes 
of Health, Public Health Service. This paper 
was presented at the 2d Conference on Public 
Health Statistics, School of Public Health of 
the University of Michigan, Ann Arbor, on 
June 17, when Mr. Haenszel was director of the 
bureau of vital statistics, Connecticut Depart- 


ment of Health, Hartford. 
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deaths. Recapitulating and summarizing de- 
velopments in this field since 1940 has been 
greatly simplified by activities undertaken by 
the Public Health Conference on Records and 
Statistics, the Association of Maternal and 
Child Health and Crippled Children Directors, 
the National Office of Vital Statistics, and the 
Children’s Bureau. Where opinion has crystal- 
lized, these organizations have made recommen- 
dations on definitions and tabulations for birth 
weight and related characteristics (7, 2). 


Definitions and Grouping of Items 


The need for and importance of standard 
definitions and procedures cannot be overem- 
phasized. Comparisons—between hospitals and 
local areas within the State as well as on the 
interstate and international levels—are the 
heart of this enterprise. Each maternal and 
child health administrator has a stake in having 
tabulations for his jurisdiction which can be 
compared with experience elsewhere. 

For death certificate terminology, there is 
the standard medical certification form and 
the elaborate machinery of the International 
Statistical Classification of Diseases, Injuries, 
and Causes of Death, and ancillary instruction 
manuals. For birth certificates, the phrasing 
and presentation of certain medical supplement 
items is still under study. The International 
List is not completely suitable for classifying 
complications of pregnancy and labor or 
operative procedures. 

Lack of standard groupings for birth weights 
has been a deterrent to interarea comparisons 
of the proportion of immature births and 
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weight-specific mortality rates. The distribu- 
tion curves according to birth weight for live 
births and neonatal deaths exhibit steep gradi- 
ents, at the smaller weights particularly. Dif- 
ferences of only a few ounces in class limits 
render the data virtually incomparable. 

A detailed grouping of birth weights in in- 
tervals of 250 grams, with corresponding avoir- 
dupois weights, has been published (7). The 
intervals have been so arranged that one di- 
vision point, 2,500 grams (514 pounds), co- 
incides with the weight criterion for an 
immature birth in the International Statistical 
Classification. 

The importance of hospitals following stand- 
ard procedures for recording birth weight is 
obvious (1). They should report in the units 
of measurement appearing on their scales 
(metric or avoirdupois) and not attempt to 
convert birth weights. Failure to report birth 
weight on the birth certificate for even a small 
proportion of births can distort data on inci- 
dence of immaturity and mortality in low 
weight groups. The residual group of un- 
weighed babies will consist almost entirely of 
immature infants, because of the tendency to 
leave very small babies unweighed, and can be 
sizeable in relation to the number of babies 
actually reported in the smaller weight groups. 
Routine checks should be maintained on the 
completeness of birth weight reporting for 
individual hospitals. 

Length of pregnancy is used principally for 
the adjustment and distribution of unknown or 
not stated birth weights. Improvement in re- 
porting on this item will eventually make pos- 
sible the joint use of birth weight and gesta- 
tional age data for indicating maturity of the 
newborn child. 

Tabulations for individual hospitals should 
refer to the hospital where delivery occurred, 
unless clearly specified otherwise. This is.im- 
portant in areas maintaining special premature 
nursery facilities, to which babies are trans- 
ferred from other hospitals. Separate tabu- 
lations will usually be maintained for “trans- 
ferred babies.” 


Pregnancy and Labor 


The International Statistical Classification 
cannot be considered an entirely suitable frame- 
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work for classifying complications of pregnancy 


and labor. To date classifications have been 
constructed from terms actually reported on the 
birth certificate. Complications fall into three 
major groups—labor, pregnancy, and nonpuer- 
peral. It is not difficult to develop a list of 
titles within each of these groups. Trouble 
arises when specific terms are collected under 
each title. Such categories as “dystocia” or 
“disproportion of fetus” can cover a wide va- 
riety of conditions. Differences in incidence 
and mortality for certain complications can 
often be traced to noncomparability in condi- 
tions covered. In the absence of a standard 
classification system, it is of great importance 
that the kinds of complications under each title 
be clearly specified in publications (preferably 
in an appended glossary of inclusions). 

An investigation of hospital records for a 
birth certificate sample in upstate New York 
revealed extensive under-reporting of compli- 
cations (3). Reporting was more complete for 
deliveries involving fetal or neonatal death, or 
cesarean sections. Under-reporting could be 
confirmed anywhere by tabulating the propor- 
tion of certificates with reported complications 
by hospital. In Connecticut (1948) this pro- 
portion ranged from 3.3 to 26.3 percent for indi- 
vidual hospitals (4) ; reporting was better in the 
larger hospitals with well-organized obstetri- 
cal departments. 

A check-list format for the medical supple- 
ment has been recently introduced in New York 
State and, according to a preliminary study, 
increased the incidence of total complications 
reported from 14.4 to 17.3 per 100 births (5). 
Anemia, premature separation of placenta, 
postpartum hemorrhage, breech and other mal- 
presentations, heart disease, and syphilis were 
among the complications for which better re- 
porting was noticeable. The design of the 
medical supplement should call attention to re- 
porting of operative indications as complica- 
tions or physicians may omit reporting compli- 
cations obviated by resort to surgery (4). 

Comparison of unpublished data collected by 
the Connecticut and New York State Depart- 
ments of Health has revealed close correspond- 
ence in rates for certain complications for which 
there was substantive agreement in conditions 
covered. The two areas resemble each other 
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closely in many vital statistics indexes, and 
these comparisons enhance the confidence to be 
placed in the stability of the data. They indi- 
cate that the birth registration system can 
deliver descriptive results, even though subject 
to some distorting biases. 

The code for delivery procedures in the Inter- 
national Statistical Classification needs some 
modification. No serious objection can be 
raised to the grouping of mid and high forceps, 
in view of their infrequency and the difficulty 
of distinguishing between them from birth 
certificate reports. However, the combination 
of breech extraction and of version and extrac- 
tion under “manipulation without instruments” 
seems unwise. The two procedures have differ- 
ent characteristics when analyzed with respect 
to complications and mortality. 

Connecticut data have demonstrated marked 
disparity between hospitals in the proportion 
of low-forceps deliveries, which could be traced 
to disagreement as to whether terminal or pro- 
phylactic forceps constituted an operative pro- 
cedure and were to be so reported on the birth 
certificate (4). Current Connecticut practice 
has been to code prophylactic forceps as low 
forceps. There is no pressing need to distin- 
guish between low-forceps and spontaneous de- 
liveries. In many areas, mortality rates (both 
fetal and neonatal) have been reported without 
exception as lower for low-forceps deliveries. 
This held true even when the rates were ad- 
justed in Connecticut to take account of the 
smaller birth weights among babies delivered 
spontaneously (4). 

The check-list approach, discussed for com- 
plications, could readily be extended to cover 
delivery procedures. 


Malformations and Birth Injuries 


The Sixth International List provides a suit- 
able scheme for classifying congenital malfor- 
mations. The classification for birth injuries 
appears unduly condensed, segregating only 
intracranial and spinal injuries from other 
birth injuries. Separate categories for frac- 
tures, facial paralysis, and brachial plexus in- 
juries could be provided. 

Congenital malformations and birth injuries 
are not always apparent when the birth certifi- 
cate is made out. Consequently, reporting on 
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the medical supplement must be regarded as 
incomplete. The degree of under-reporting can 
be approximated by comparing neonatal death 
certificates mentioning malformations or birth 
injuries with the corresponding birth certifi- 
cate. Reporting of birth injuries is definitely 
poorer than for congenital malformations, only 
one-third of the birth injuries having been 
reported, according to the New York State 
data (6). 
Neonatal deaths 


A neonatal death is defined as one occurring 
less than 28 days subsequent to birth. The fol- 
lowing groupings of ages of death (7) should 
suffice for most purposes: under 1 hour; 1 to 
23 hours; single days to the end of the first 
week ; 7 to 13 days; 14 to 20 days; 21 to 27 days. 

Causes of death may be grouped for tabular 
presentation. Reference 2 gives a list of 45 
selected causes. 


Handling Neonatal Death Data 


Three specialized procedures necessary for 
the handling of birth and neonatal death data 
deserve comment. 

1. Matching birth and death records is with- 
out doubt the most important single step to be 
taken in the development of adequate birth 
statistics. Provisions for matching should al- 
ways include neonatal deaths and, if possible, 
deaths under one year of age. 

2. Combining data from matching birth and 
death records on a single punch card is a pre- 
requisite for the efficient handling of neonatal 
death tabulations. At least the following in- 
formation should be available (7) : 

From the birth certificate: Certificate num- 
ber; place of birth, including identity of hospi- 
tal; place of residence; attendant; sex; 
plurality; month and year of birth; race; age 
of mother; order of birth; birth weight; length 
of pregnancy ; and any other medical and health 
items that are usually punched. 

From the death certificate: Certificate num- 
ber; age at death; cause of death; place of 
death. 

3. Adjustments to take account of the “not 
stated” birth weights are necessary. Reports 
of birth weight are more likely to be omitted for 
grossly underweight babies, including those 
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Table 1. Weight-specific neonatal death rates per 100 live births, New York City, 1949 
White Nonwhite 
| * 
Birth weight | For | ee For ae 
| known known 1 
| birth | Teported | ‘birth | Teportec 
eaianhe birth walshde birth 
| B'S | weights 6 weights 
cepts ee clahie silent Attest ha un seehaaban | 1.5 | bei: Sas 2.8 
Grams Pounds 
Under 2,500___..-.-- & mounds 8 ounces or tems.................. <<. 5. 7 14.1 11.2 14. 4 
2,500 and over- ---- reer 5 SOC S CUM. 65 on niente oceose | . 6 ve 9 1.0 
Under 1,000____-.--- 2 pounds 3 qunses of iea8...............-..----- | 93. 4 | 97.4 82. 4 88: 5 
1,000 to 1,499______| 2 pounds 4 ounces to 3 pounds 4 ounces_______- 43. 3 | 47.0 39. 0 40. 7 
1,500 to 1,999______| 3 pounds 5 ounces to 4 pounds 6 ounces-_------_- 14. 6 | 16.9 12. 5 14.8 
2,000 to 2,499______| 4 pounds 7 ounces to 5 pounds 8 ounces_-_-_----_- 3.1 | 3. 5 3. 0 3. 6 
2,500 to 2,999____..| 5 pounds 9 ounces to 6 pounds 9 ounces__------- .9 | 1.0 3 1.3 
3,000 to 3,499______| 6 pounds 10 ounces to 7 pounds 11 ounces_-_-_--- 5 | .6 .8 .8 
3,500 to 3,999__._.__| 7 pounds 12 ounces to 8 pounds 13 ounces- -- --- 5 | 5 1.0] ° 1.0 
4,000 to 4,499_____- | 8 pounds 14 ounces to 9 pounds 14 ounces- ----~- me mw | .5 
4,500 to 4,999 _ 9 pounds 15 ounces to 11 pounds_____--_------ 1.2 1.4 1.0 1.0 
5,000 and over- ---- J ie pounds DE OT GEE so oc cienccecaccccnnl 4.5 | 6. 2 0 0 











Nore.— Adapted Seems a table published by the Bureau of Records and Statistics, New York City Department 


of Health. 


The class intervals in grams are not precisely those recommended by reference 2. The avoirdupois limits 


have been inserted to illustrate presentation format and may not represent exactly the weight groupings used. 


born dead or with poor prospects for survival. 
Mortality rates, based only on known birth 
weights, understate seriously the true rates. 
The size of the correction in mortality will usu- 
ally be greater for fetal deaths than for neo- 
natal deaths. Allocation of unknown birth 
weights can be handled through a number of 
procedures now in effect (2). 

Table 1 illustrates the effect of adjustment 
on weight-specific neonatal mortality rates. 
The correction is greatest for the under 1,000 
grams group, becomes negligible in the 2,500- to 
4,500-gram range, and then reappears at higher 
weights. 


Tabulation of Data 


Tabukations of medical supplement data have 
a wider audience than maternal and child 
health administrators. The needs of medical 
society committees, hospital superintendents 
and staffs, and of interested physicians must 
also be kept in mind. 

Reference 2 outlines suggested tabulations 
for birth weight and related characteristics. 
Reduced to skeleton form, the suggested tabu- 
lations are: 

1. Live births (and neonatal deaths) classi- 
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fied by birth weight, race, and county of resi- 
dence (with subtabulations for cities of over 
50,000 population). 

2. Live births (and neonatal deaths), classi- 
fied by birth weight and individual hospitals 
(also group hospitals according to size). 

3. Single live births (and corresponding neo- 
natal deaths), classified by birth weight, race, 
and person in attendance. 

4. Single live births (and corresponding neo- 
natal deaths), classified by birth weight, race, 
and sex; neonatal deaths further subdivided by 
age at death and by cause of death. 

5. Plural live births (and corresponding neo- 
natal deaths), classified by birth weight, race, 
and sex ; neonatal deaths further subdivided by 
age at death and by cause of death. 

6. Live births (and neonatal deaths), classi- 
fied by birth weight, race, period of gestation. 

Note: This report does not cover such topics 
as complications of pregnancy and labor, oper- 
ative procedure, birth injuries, or congenital 
malformation. 

The cross-tabulation “Birth weight by area 
of residence” may throw light on possible rela- 
tionships between environmental factors and 
incidence of immaturity. It will delineate 
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the geographical pattern for incidence of im- 
maturity and help determine those areas need- 
ing added gpecial facilities for care of imma- 
ture babies. Where nearly all deliveries occur 
in hospitals, maternal and child health admin- 
istrators would probably rely on hospital rather 
than area-of-residence tabulations for pin- 
pointing the need for special facilities. 

Data on birth weight for individual hospitals 
is usually more informative than data for hos- 
pitals grouped according to size. They enable 
an investigator to pick out hospitals diverging 
from the usual pattern. Published analyses 
should refer to the distribution pattern by in- 
dividual hospitals, identifying individual hos- 
pitals by code number, if necessary, as well as 
presenting figures for hospital groups by size of 
hospital. 

Only one hospital was found in Connecticut 
(1948) where the distribution of immature 
birth weights deviated significantly from the 
State average. Where such differences are 
found, they should not be accepted at face value. 
Scales and weighing procedures in an individ- 
ual hospital may have been at fault and may 
have biased the results. One must assess the 
hospital practice and the type of people it serves 
in interpreting the findings. In the Connecti- 
cut hospital, later developments suggested that 
weighing procedures were at fauit. 

The question has been raised whether ad- 
justed mortality rates based on weight-specific 
rates should be computed for individual hos- 
pitals. In my opinion, this should not be done 
routinely. Where differences in birth weight 
distributions are small, the changes produced 
by adjustment are negligible. If the devia- 
tions are major, the question as to whether they 
are real or classification artifacts must first be 
answered. If the weight differences are real, 
use of adjusted mortality rates could be justified. 
Inaccurate recording of weights rewards the 
hospital with a lower adjusted rate than war- 
ranted (when the bias is toward lower weights) 
or penalizes it with a higher rate if the bias 
runs in the opposite direction. 

Interhospital mortality comparisons are 
clouded in many States because of complica- 
tions caused by the presence of small maternity 
homes, and municipal and proprietary hospi- 
tals. Maternity homes may handle mainly 
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uncomplicated deliveries; proprietary hospitals 
may draw patients from a well-to-do clientele 
who constitute better risks; municipal hospi- 
tals usually treat medical indigents, who may 
be poorer risks, and may draw the emergency 
cases with poorer prognosis. Under these con- 
ditions, the factor of treatment and its effects 
cannot readily be disentangled from selection 
of cases. 

These selection elements are minimized in 
Connecticut, where no more than two hospi- 
tals were engaged in large-scale obstetrics in 
any community, no municipal or proprietary 
hospitals were involved, and maternity homes 
were not permitted to operate. All general 
hospitals in the larger cities have active staffs, 
and outward appearances would indicate no 
significant differences in types of patients ad- 
mitted. For these reasons the accompanying 
abstract of Connecticut data (1948-50) on 
neonatal mortality per 1,000 live births (unad- 
justed) by hospital may prove interesting (table 
2). Deaths are tabulated by hospitals where 
birth occurred, grouped according to size of 
hospital. 

The mortality differences between hospitals 


Table 2. Neonatal deaths per 1,000 live births, 
by hospital where birth occurred, Connecticut, 
1948-50 (partial listing) 





Rate per 








Place of birth |1,000 live 
| births 
TT ae 
Total deaths in States. .......cccccccccese 19.5 
Deaths in hospitals: 
Se in caneccnccccedscanence 19. 1 
Hospitals with 2,000 or more births vearly 18. 0 
EROS OE I 55s ea oy ae 15. 2 
INES iis 6. aatpailigatbardiearstade dikindataebesutaudtat 16. 3 
Sg eee ann 21.5 
Pe Me ceutkdtcendnnedwawaneded asi 21.7 
Hospitals with 1,000—1,999 births yearly - -- 20. 5 
Eee ee eae Cae ae 16. 5 
NT hai ais pisettg espn da Sihimn shia 18. 2 
Ts en trea Ss sab nt hatin Sno Aa nie eal 21.9 
BE A citercrasabcntbie acces dicesshe ddan eel es teen ace ia 25. 8 
Hospitals with 500-999 births vearly____-_! 19.3 
Dl Tih aninienetninmkukanenid anata 16. 0 
Se pre ee eae 16.8 
EL Sitccanisnbatinnewtnthviedtined | 22.3 
DE Didcwenduanetndennendtcehenekude 27.2 
Hospitals with less than 500 births yearly _, 18. 4 
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cannot be attributed to chance factors. As- 
suming that the neonatal mortality rate for 
the entire State represented the true risk in 
each hospital, the differences between the ob- 
served and the expected number of deaths could 
have occurred by chance much less frequently 
than once in 100 trials (chi-square=52.6, d. 
f.24). This hypothesis must be rejected. Dif- 
ferences between hospital size groups were 
unimportant, compared to those between indi- 
vidual hospitals. The same results would have 
held if reported fetal deaths had been com- 
bined with neonatal deaths to compute com- 
bined loss ratios. 

Mortality rates by individual hospitals pro- 
vide a powerful tool for maternal and child 
health administrators. They not only point 
out places for improvement, but, when distrib- 
uted to the hospitals concerned, stimulate the 
staffs to examine and. take steps to improve 
conditions. 

A standard table of major importance, useful 
for interarea and time series comparisons, is 
mortality by birth weight (table 1). The ad- 
ministrator will probably be most interested 
in following the time trends in his area for 
mortality in the various weight groups to see 
what results his program is producing. Where 
space permits, both unadjusted and adjusted 
(for unreported birth weights) weight-specific 
rates should be shown, so the reader can gauge 
the size of the correction involved. Separate 
presentation of neonatal’ mortality and fetal 
mortality is imperative. With differences in 
legal requirements for reporting fetal deaths, 
present interarea comparisons of fetal mortality 
are greatly restricted. 

It is well known that sex and race influence 
birth weight distributions; male and white 
babies weigh more, on the average, than female 
and Negro babies (7,8). Since female and non- 
white babies are generally more mature -than 
male or white babies of equal weight, other 
things being equal, the former tend to exhibit 
smaller weight-specific mortality rates under 
2,500 grams. The New York City data for non- 
whites bear this out. 


Complications of Pregnancy and Labor 


Tabular presentation should distinguish be- 
tween the total births registered and the num- 
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ber of reports with answers to questions on com- 
plications. A count of deliveries exhibiting one 
or more complications should be presented, per- 
mitting comparison with the total number of 
complications reported. In Connecticut, the 
ratio of reported “complications” to “women 
with complications” has run between 1.10 and 
1.15. 

For clarity in presentation, grouping of in- 
dividual complications under three major head- 
ings—complications of pregnancy, of labor, and 
nonpuerperal—seems desirable. The arrange- 
ment must be somewhat arbitrary because the 
line of demarcation between complications of 
pregnancy and of labor is not always distinct; 
for example, premature separation of the pla- 
centa could be associated either with the ante- 
partum stage or with labor. Standard usage in 
the arrangement and grouping of complications 


can undoubtedly be developed. 
The distribution of complications for plural 


deliveries departs noticeably from that for 
single deliveries and should be presented sep- 
arately. 

For single deliveries, complications affecting 
birth weights of babies weighing 2,500 grams 
or less should be distinguished from those 
for full-term babies. Further subdivision 
of birth weights expands the tables greatly, 
tends to obscure the results in a mass of 
detail, and should not be attempted as a routine 
measure. Plural deliveries are so few that the 
study of association between complications and 
birth weight can advantageously be confined 
to single deliveries. Data for plural deliveries 
could be accumulated and made the subject of a 
special report. 

Tabulations of reports of complications by 
hospitals are of interest, primarily as a check 
on the quality of reporting from individual 
hospitals, taking into account any selectivity 
factor among patients. These reports offer the 
maternal and child health administrator some 
clues as to completeness of records maintained 
in various obstetrical departments. The mater- 
nal and child health administrator can use these 
tables as a springboard for making specific in- 
quiries about record-keeping systems in individ- 
ual hospitals. It is difficult to generalize as to 
where such inquiries may lead. Depending on 
the interest and cooperation of the hospital 
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staff, results might include revision of hospital 
forms and more frequent review of case records 
by chiefs of services. 

In Connecticut (1948) the proportion of live 
births with complications reported ranged, by 
hospital, from 3.3 to 26.3 percent. In addition 
to such complications as dystocia, dispropor- 
tion, and malpresentations other than breech 
(for which lack of precision in definition con- 
tributes to variability), reporting varied mark- 
edly for toxemias (other than eclampsia), 
placenta previa and other antepartum hemor- 
rhage, erythroblastosis, and breech presentation. 

Presentation of mortality data requires 
separate tabulation of complications for neo- 
natal and fetal deaths. The general break- 
downs for single full-term, single immature, 
and plural deliveries should be maintained. 
Preceding comments concerning separate pres- 
entation of fetal death and neonatal mortality 
apply here also. When the numbers observed 
are relatively few, consolidation of certain 
complications for the computation and publica- 
tion of rates may be indicated. At best, such 


tables are voluminous and the reader’s task may 
be eased by arranging the complications in 
descending order of mortality. 

Table 3 is an abstract of material on mor- 
tality according to complications. For con- 
venience in reproducing the results, only the 
rates are shown. Antepartum hemorrhage 
was the complication of pregnancy with the 
highest combined mortality; hemorrhage, for 
complications of labor ; diabetes was the leading 
nonpuerperal complication. The variable re- 
lationship between fetal and neonatal mortality 
and the mortality pattern for full-term and 
immature deliveries should be noted. Because 
of variation in reporting complications by hos- 
pitals, routine analysis of mortality by com- 
plications for individual hospitals would not 
be feasible. 

Medical society committees and hospital 
staffs, as well as health departments, have al- 
ways expressed keen interest in tabulations of 
delivery procedures for individual hospitals. 
In Connecticut, such data have been released, 
with the hospital identity concealed by code. 


Table 3. Fetal loss per 1,000 births,’ by complications of pregnancy and labor, Connecticut, 1948 


























Total | Single, full-term Single, immature 
. or : | l l 
Congrare. : 2a Com- | Deaths Com- | Deaths | | Com- | Deaths 
— bined | under | Fetal | bined | under | Fetal | bined under | Fetal 
fetal 1 deaths | fetal 1 deaths | fetal | l deaths 
loss | month | loss | month | | loss month | 
} oan | ae Se ee 
Questions on complications an- | | | 
i nciiktannnndindnaamwindnoen | 31.0] 181] 182] 1839] 7.2 | 6. 7 | 268 | 180 | 108 
No complications_-____- -----| 16.0/ 122| 38] 7.3] 56 1.7| 178| 137| 47.4 
One or more complications- - - - - is 60} lh 64.0 55.7 | 181 38. 3 | 441 | 280 | 224 
Complications of pregnancy - ------ 1195 | 92 113 89 | 27 64 473 | 298 249 
Antepartum hemorrhage (in- 
cluding placenta previa and | 
premature separation of | 
0 RSS SSR | 263° | 146 137 107 40 | 70 541 377 | 264 
Toxemias (including eclampsia 
and hypertension) -_-_------ 125 33 95 | 64 10 55 395 171 | 271 
Infections of pregnancy-_------ 55 16 39 | #19 | Ca | 49 214 153} 71 
Complications of labor___......--- 92 31 63 ee i FW 46 432 | 233 | 259 
nn adehinnddowse 495 56 466 418 20 406 862 | 500 724 
Breech presentation - __--_---- 129 69 | 64 69 | 30) | «(89 515 | 377 222 
Malpresentation other than | 
aos sc eat atena vegeinatine 62 21 42 48 | 16 33 333 111 250 
I 46 22 | 24 «| 34 12 23 128 89 | 43 
Previous cesarean section - - -- | 29 26 4 | 21 i eer 77 40 39 
Nonpuerperal complications - - -- - -- 122 62 , 2a | 20 | 8&8 500 357 222 
dn cee as ws atin acess 455 268 255 340 | 143 | 234 , 1,000 1,000 333 














1 Rates for ‘‘combined fetal loss” and “fetal deaths” are per 1,000 total births (i. e., live births plus fetal deaths). 
Rates for “deaths under 1 month”’ are per 1,000 live births. 


gestation. 
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‘‘Fetal deaths”’ refer to fetuses of not less than 28 weeks 
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Table 4. Percentage of live births by cesarean 
section in Connecticut hospitals, 1948 





Average 











Size of hospital ait . 
(number of births) | (group) Individual hospitals 
Total, State....--- | TW Ticisisieennbian eee snares 
2,000 or more....| 6. 4 7. 7.8, 5.4, 4.8, 3.2, 
1.4. 
1,000 to 1,999__-_-| 4.3 | 8.2, 6.9, 5.4, 5.2, 4.5, 
| 4.2, 3.0, 2.2, 1.4. 
500 to 999__..-- 6.3 | 12.5, 10.9, 8.3, 6.7, 5.2, 
5.1, 4.9, 2.6, 1.9. 
Less than 500--- 3.0 | 10.0, 6.0, 4.1, 3.8, 2.8, 
2.4, 2.4, 1.6, 1.3, 0.9. 





These data have indicated little variation by 
hospital for version and extraction; the tabula- 
tions pinpoint a few hospitals with high rates 
for this complication. The variation has been 
more pronounced for mid- and high-forceps de- 
liveries, but, again, the tabulations picked out a 
few hospitals with rates markedly above 
average. 

The great difference between Connecticut 
hospitals has been in the proportion of babies 
delivered by cesarean section. The figures do 
not appear directly related to hospital size (ta- 
ble 4), although the lowest proportion of 
cesarean sections is found in the smallest hos- 
pitals. Differences of the magnitude observed 
must represent differences in concepts and pro- 
cedures rather than differences in problems 
encountered. 

The concepts underlying Lembcke’s recent 
study (9) and investigations of delivery pro- 
cedures would seem to be essentially the same. 
Increasing attention in the future will probably 
be devoted to vital statistics studies dealing 
with interhospital variation. 

The proportion of deliveries by cesarean sec- 
tion has increased steadily in Connecticut dur- 
ing receyt years. A similar trend has been evi- 
dent in New York City and upstate New York. 
Mid- or high-forceps delivery, breech extrac- 
tion, and version and extraction have declined 
(table 5). 

Because of the great interhospital variation 
in proportion of cesarean sections, marked 
changes in the trend for cesarean sections are 
potentially possible. Repeated tabulations on 
delivery procedures at regular intervals seem 
desirable. 
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Not much demand has developed for detailed 
cross tabulations of delivery procedures by 
complications, since the selection of delivery 
procedure is generally dictated by the complica- 


tion. Physicians have been satisfied with tabu- 
lations of operative procedures by broad group- 
ings of complications. 


Neonatal and Fetal Deaths 


Studies made by Yerushalmy (10) several 
years ago demonstrated a relationship between 
neonatal and fetal mortality and birth order 
and age of mother. In view of the declining 
neonatal and fetal mortality rates, presentation 
of current data on these points should be en- 
couraged. Where differences in mortality by 
birth order and age of mother still exist, some 
special tabulations of complications and birth 
weight by these factors might be undertaken to 
see if they could account for all or part of the 
differences in mortality. 

Gardiner and Yerushalmy (77) demonstrated 
that the risk of neonatal and fetal mortality was 
much higher for mothers whose child-bearing 
history showed previous loss of children. This 
line of investigation could profitably be ex- 
tended to consider complications reported for 
such women in a current delivery and the birth 
weights of the babies, as well as resultant 
mortality. 

Medical certifications for neonatal deaths 
rarely allude to conditions present in the mother 
in the sequence leading up to the underlying 
cause of death of the infant. This is one reason 
why it is difficult to reconcile cause-of-death 
distributions for early neonatal and late fetal 
deaths, which theoretically should closely re- 
semble each other. The situation might be 
accounted for in part by lack of information 


Table 5. Change in percentage of live births by 
procedures specified, Connecticut, 1948 and 
1941 




















Year - 
P ercent 
Delivery procedure change 
1948 | 1941 

Cesarean section._.._.___.____| 5.6 3.2 +75 
Mid or high forceps_-_-_------- 3. 6 4.2 —14 
Breech extraction___.._.____- | 1.6 zs — 24 
Version and extraction_-__-__-__! 3 5 —40 
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available to the certifying physician concerning 
the obstetrical history of the mother. Neonatal 
death certifications could be reviewed in con- 
nection with complication data reported on the 
matching birth certificate to see if further in- 
ferences could be drawn concerning cause of 
death. This might lead to improvement of 
medical certifications for neonatal deaths. 

The last revision of the standard stillbirth 
certificate removed the question on time of 
death—before or during delivery. Some people 
hold that this item helps in the interpretation 
of fetal death statistics and that causes of fe- 
tal death should routinely be cross-tabulated 
with time of death. States which have retained 
time of fetal death on their certificates should 
incorporate this element into their tabulations 
of causes of fetal deaths. 


Drawing Samples for More Intensive Study 


The assessment of preventability of fetal 
and neonatal deaths is a project which excites 
the interest of maternal and child health direc- 
tors. The success which has attended the in- 
vestigation of individual maternal deaths to 
determine preventability and the subsequent 
confirmation, as indicated by the decline in 
maternal mortality rates, of the findings that 
many of the deaths were preventable, has led 
many people to believe that the same methods 
of inquiry should be applied to fetal and neo- 
natal deaths. A sampling approach would be 
indicated since there would be too many fetal 
and neonatal deaths for each to be investigated. 

In Connecticut, a State Medical Society Com- 
mittee to Study Stillbirth and Neonatal Mor- 
tality has recently been organized with both 
pediatricians and obstetricians represented in 
its membership. Members have been drawn 
from a large number of hospital staffs to secure 
a broad base of representation. 

The committee is just beginning to study a 
sample of neonatal deaths. Standard sam- 
pling techniques are being used to select cases 
for study, so that inferences from the sample 
can be extended to the total neonatal deaths 
in the State. In Connecticut the decision has 
been made to draw the sample in the State 
office. The health department physicians doing 
the field work find that assembling of informa- 
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tion through review of hospital records and 
interviewing physicians is progressing satis- 
factorily. As yet, the committee has not fixed 
a procedural pattern for reviewing and eval- 
uating the material collected. 

Complete work-up of individual deaths calls, 
of course, for microscopic examination of tis- 
sues. This, too, could be fitted into the sam- 
pling scheme. Tissues could be stored in the 
hospitals temporarily until after the sample is 
drawn and specimens then discarded for deaths 
not included in the sample, if the specimens are 
not wanted for other purposes. 


Statistical Program Operations 


Tabulation of the birth statistics considered 
in this paper consumes a great amount of per- 
sonnel and machine time. Many projects await 
study by public health statisticians, and the 
allocation of statistical resources to work de- 
manding attention is a major responsibility 
confronting statistical administrators. This 
pressure automatically raises certain questions 
concerning such a major activity as the medical 
supplement program: Must the data be proc- 
essed completely every year? If not, is contin- 
uous sampling the answer? Is a cyclical ap- 
proach satisfactory? Can a complete analysis 
be done one year, dropped, and picked up in a 
later year? Would a 2- or 3-year cycle of op- 
erations be needed, using the initial year of the 
cycle to improve the quality of responses on 
the medical supplement ? 

The problems of State offices with respect to 
coding, tabulating, and other handling of rec- 
ords make the complete processing of records in 
selected years the most attractive approach. 
Many offices would have no difficulty in build- 
ing up a cycle of operations in which medical 
supplements alternate with such projects as 
multiple cause-of-death tabulations, and with 
special tables and rate computations for census 
years. 


Conclusion 


Many studies have been stillborn when the 
prospective investigators have concluded the 
data were too unreliable to bear analysis. No 
one working with the birth certificate medical 
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supplements has ever believed that this material 
was a model of statistical precision and accu- 
racy, but this did not deter the pioneers in this 
field, and some benefits can now be reaped from 
their work. 

Much has been printed recently concerning 
computing machines and servomechanisms 
which have so-called feed-back facilities. The 
feed-back principle should be borne in mind in 
essaying the analysis of medical supplement 
data. Material is salvaged from the initial in- 
vestigations, not only for its immediate interest, 
but as a means of stimulating the sources of in- 
formation—the physicians—and encouraging 
them to improve their reporting practices. 
With repetition of the interaction cycle between 
physicians and statisticians, the quality of the 
data can gradually be improved. The han- 
dling of the medical supplement data on birth 
certificates, a generally accepted health depart- 
ment activity, may provide useful experience 
to statisticians in the problems and mechanics 
of handling medical care data. These statisti- 
cians will later attack problems concerning the 
collection and improvement in quality of medi- 
cal data in other fields of interest to public 
health administrators. 
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The Practice of Public Health, 1952 


a FE ARE MET to reexamine our respon- 

sibilities, to analyze our progress, and to 
plot our future course. During our deliberations 
we shall discuss the health needs and problems of 
the people whom we serve. We shall study new 
scientific and social developments which should be 
incorporated into public health programs, and we 
shall analyze the progress we have made in bridg- 
ing the vast gap between scientific knowledge and 
its application to the health needs of the people. 
Underlying all these discussions will be a strong 
sense of our stewardship for the health protection 
of our nations, a realization that as public health 
workers we have both the privilege and duty of 
serving the people who have entrusted us with the 
responsibility of safeguarding their health and 
have given us a specific mandate to concern our- 
selves with the interests of health and life among 


the people.” 
GayLorp W. Anperson, M.D., Dr.P.H., 
President, American Public Health Asso- 
ciation, 1951-52 
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The APHA Conference Report 


This is Public Health Reports third effort—the first being in 
1950—to summarize the scientific and technical discussions at 
the annual meetings of the American Public Health Association 
and related organizations. We consider it a privilege so to serve 
our readers, many of whom have expressed their satisfaction 
with our previous efforts, and to be able to carry on as urged 
by the Executive Board of the Association. 

The earlier pattern of a news-type reporting of the highlights 
of many of the sessions has been followed in this presentation, 
the second portion of which will appear next month. We have 
attempted to give the essence of the papers, but by no means 
the complete story in each case. We have endeavored to re- 
flect accurately the intent of each speaker although necessarily 
we have had to take extensive editorial liberties in the interest 
of brevity and under the press of time. It must be clear, of 
course, that the author—not the Public Health Service—is the 
authority in each case for facts and opinions reported. 

This is a selective report, largely because we work from 
authors’ written texts as made available through the pressroom 
facilities of the Association at Cleveland, and by authors on 
direct request. Material which was not available in satisfactory 
script form obviously could not be used. Reporting of informal 
panel-type discussions is, in consequence, incomplete. 

The report this year is, item by item, somewhat longer and 
possibly more complete than in the past since virtually all sum- 
maries were prepared from full texts. Even so, only highlights 
could be reviewed, reports averaging in length from 10 to 15 
percent of the originals. Thus, reading of our news-reviews 
cannot in any way substitute in concept or details for examina- 
tion of the full papers when published. 

This special two-part section deals only with the scientific 
sessions. Association and section business and reports have 
not been reported, this being a function of the official Journal. 
No full papers, of course, are published in this summary report. 
Complete texts of leading papers have already begun to appear 
in the American Journal of Public Health. Subsequently, 
others may appear in Public Health Reports and in appropriate 
specialty journals. 

Our appreciation is extended to the many authors who pro- 
vided us with texts—especially those who did so early—and to 
the officers and staff of the American Public Health Association 
for their cooperation and encouragement. 


THE Epirors 
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On the origins of the 


American Public Health Association 


Continued from page ii. 


policed—the description and exempli- 


fication of successful methods of 
preventing the progress of pestilences by 
stamping them out, the mapping out of 
the course of epidemics, and the demon- 
strated progress of science which is des- 
tined to grapple successfully with the 
combined factors of epidemic and other 
preventable diseases, show how great 
are the tasks and the triumphs which 


Preventive Medicine has proposed... . 


Sanitary officers and boards of health 
have to perform their duties under laws 
which, in most of the States, are not 
worthy of an enlightened people. A 
sanitary system worthy of the present 
state of the physical sciences and of 
hygiene hardly has existence in any of 
the States. But in eight States a central 
Board of Health has begun its work of 
inquiry and the framing of a project of 
public health laws, a parliamentary com- 
mission in the Dominion of Canada is at 
present devising a sanitary code, and in 
nearly half of the States of our Union 
efforts to secure good laws and a sanitary 
system have commenced. Certainly it is 
not in vain that the American Public 
Health Association pursues its voluntary 
inquiries and now presents these contri- 
butions to a great cause in which philan- 
thropists and statesmen are enlisted as 
co-workers with medical and sanitary 
authorities. 


—EisHa Harris, M.D., secretary 
of the Association, in an “Intro- 
ductory Note” to “Public Health 
Reports and Papers presented at the 
meetings of the American Public 
Health Association in the year 
1873.” 
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The Control of Chronic Illness and 
Efforts in Rehabilitation 


Chronic illness and rehabilita- 
tion were among the leading topics 
discussed by the some 4,000 pro- 
fessional people in public health 
who participated in the APHA’s 
80th annual meeting in Cleveland, 
Ohio. From Georgia came a re- 
port ona cardiac control program; 
from North Carolina came news of 
diabetes control clinics. Investi- 
gators in Canada reported on social 
and environmental factors in multi- 
ple sclerosis. Incapacitated Amer- 
ican coal miners do not take kindly 
to enforced idleness nor public as- 
sistance, and a total physical 
medicine and rehabilitation pro- 
gram can realize important social 
and economic savings ... such 
were some of the findings, sum- 
marized in the following. 


Cardiac Clinic Network 
Feature of Georgia Plan 


The cardiac control program de- 
veloped in Georgia has, in the opin- 
ion of J. Gordon Barrow, M.D., direc- 
tor of the cardiac clinic at Grady 
Memorial Hospital, Atlanta, done 
more to advance the fight against 
heart disease than would have been 
possible by any other means with 
such a small expenditure of money. 
The program, made possible by the 
combined efforts of many individuals 
and agencies, both public and pri- 
vate, includes a State-wide network 
of clinics for diagnosis and care of 
indigent patients, professional edu- 
eation, and research. 

When the program began, Dr. Bar- 
row stated, only two cardiac clinics 
existed in the State, one at each of 
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the two medical schools. These 
were made into strong regional clin- 
ics with the intention that they 
would provide consultation services 
and diagnostic and treatment facili- 
ties for local clinics. At present 
eight local clinics are in operation 
and three more are ready to begin. 


Initial Steps 


Outlining the steps taken to de- 
velop a local clinic, he listed these: 
find qualified physicians willing to 
devote their time without charge to 
the operation of the clinic; obtain 
approval of the project by the local 
medical society ; enlist the aid of the 
local health officer; and finally, call 
a conference of representatives of 
the State health department and the 
State heart association, the local 
physicians who have volunteered 
their services, the local health offi- 
cer, and often members of local civic 
organizations to formulate final 
plans. 

These clinics, according to Dr. 
Barrow, provide diagnosis and treat- 
ment, including surgery; utilize 
methods of prophylaxis to prevent 
heart disease or halt its progression ; 
give medical, nursing, and social 
service care to patients with serious 
heart disease; provide a home-care 
program ;.and aid in rehabilitating 
patients. The average total num- 
ber of patients visiting the clinics 
per month has been 2,911, Dr. Bar- 
row reported. Home nursing visits 
average 830 per month. On the 
average 31 doctors attend each clinic 
session, of which there have been 82 
per month. 

A system of recording the diag- 
nosis and functional and therapeutic 
classifications of each patient was 
devised, following the standards of 
the American Heart Association, Dr. 
Barrow explained. Copies of notes 
made by the physicians are sent to 
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the nurses in the field, and the 
nurses’ reports are made available 
to the physician. “We feel that 
each member of the medical team 
must be fully familiar with what is 
going on if proper follow-up of the 
patient is to be accomplished,” Dr. 
Barrow maintained. “Good records 
are the only possible way this can 
be done.” 


Professional Education 


Discussing the educational phase 
of the program, the speaker noted 
that in the past 2 years more than 
25 symposiums have been held under 
the sponsorship of the State health 
department and the State heart 
association to acquaint physicians 
and nurses with recent advances in 
heart disease therapy. He men- 
tioned also that the clinics have co- 
operated in the educational program 
by holding staff conferences for the 
nurses and physicians and by mak- 
ing available their facilities for use 
by medical students. 

“The research program is neces- 
sarily centered at the two medical 
schools,” Dr. Barrow pointed out. 
At present several different cardio- 
vascular research projects are under 
way. But, he added, each clinic is 
urged to sponsor clinical research 
programs since these require only 
carefully kept records and critical 
analysis. 


Many Served Economically 
In North Carolina Clinics 


The belief that the operation of 
a clinic for diabetes offers an oppor- 
tunity for the public health depart- 
ment to do much good for many peo- 
ple for a comparatively small ex- 
penditure of money was expressed 
by W. B. Hunter, M.D., health officer 
of the Harnett County Health De- 
partment, Lillington, N. C. 

“Six years ago,” Dr. Hunter said, 
in describing the beginning of the 
Harnett County Health Depart- 
ment’s clinic, “we found some dia- 
betic patients who were not receiv- 
ing adequate care. We helped a few 
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of these people with such gratifying 
results that . . . we soon found our- 
Selves conducting a clinic for dia- 
betes.” Later, he explained, it was 
decided to admit obese patients too, 
since obesity and diabetes are closely 
related. The clinic has had a total 
of 506 patients, well over 1 percent 
of the county’s population. 

The management of diabetes is 
preventive medicine, Dr. Hunter 
pointed out. Physicians do not treat 
diabetes—they teach the patient 
how to manage his own individual 











case, he said. The objective is to, 


prevent complications and to keep 
the patient as near normal as 
possible. 


Clinic Procedures 


When a new patient is admitted 
to the clinic, he continued, he is 
weighed, his height is measured, and 


his ideal weight is estimated. A 
urinalysis and a blood sugar deter- 
mination are done. Usually, these 
data establish the diagnosis, show 
whether the patient is overweight, 
and give some indications of the 
severity of his disease. If it ap- 
pears that the patient will require 
insulin, he is taught how to admin- 
ister it. Finally, he is given instruc- 
tions concerning diet. At this first 
visit, then, the patient is well started 
on the management of his disease. 
At subsequent visits the insulin dos- 
age is regulated according to results 
of urine tests and occasional blood 
sugar tests. Diet is regulated ac- 
cording to the gain or loss of weight. 

Describing the diets prescribed by 
the clinic, Dr. Hunter emphasized 
that they are simple and versatile. 
Diabetics do not require any special 
foods, Re said, but if overweight 
they must restrict the total calories 
they consume. For several years, 
the clinic has used exclusively the 
meal plans and the booklet “Meal 
Planning,” prepared by the Amer- 
ican Diabetes Association, the Amer- 
ican Dietetic Association, and the 
Public Health Service, as a basis for 
their diet instructions. 

Dr. Hunter recommended that the 
staff for a diabetes clinic include a 
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physician, a dietician, a laboratory 
technician, and a clerk. The physi- 
cian may be either the health officer 
or a clinician employed for the pur- 
pose. And, as happened in the Har- 
nett County Health Department 
clinic, the nursing personnel may 
learn to serve as dietician and lab- 
oratory technician. 


Social Factors Absent 
In Multiple Sclerosis 


A comparative study of 112 multi- 
ple sclerosis patients and a selected 
control group of 123 representative 
individuals in Winnipeg, Manitoba, 
found no environmental or social 
factor that could be considered sig- 
nificant in the etiology or subsequert 
course of the disease, reported Knut 
B. Westlund, M.D., M.P.H., and 
Leonard T. Kurland, M.D., Dr.P.H. 

Dr. Westlund is research associate 
of the department of epidemiology, 
Johns Hopkins University School of 
Hygiene and Public Health and Dr. 
Kurland is an epidemiologist with 
the National Institute of Mental 
Health and medical director of epi- 
demiological projects, National Mul- 
tiple Sclerosis Society. : 

Information obtained from each 
patient, they explained, included a 
thorough chronological and clinical 
history and description of himself 
and his illness, embracing such facts 
as important symptoms, previous ill- 
nesses, places of residence and num- 
ber of rooms and persons in the 
households, occupations and hazards 
involved, emigration origins of him- 
self or ancestors, travel, education, 
military service, exposures to ani- 
mals, vaccinations and inoculations, 
and dietary habits. 

Neurological and hematological 
examinations and serological tests 
for syphilis were made and the pa- 
tient’s hospital records were studied. 
No attempt was made to evaluate 
the influence of emotional upsets or 
minor trauma in the patient’s pre- 
morbid experience, since it was felt 
that both the patient and his phy- 
sician might tend to rationalize the 
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onset of his disease symptoms with 
such explanations. Except for ques- 
tions relating directly to multiple 
sclerosis, similar information was 
elicited from the control subjects. 

A comparison of the data showed 
no significant difference between the 
patients and the controls which 
might account for the onset of mul- 
tiple sclerosis, the epidemiologists 
concluded. A controlled study of a 
large number of healthy people with 
a long follow-up period to see what 
types of them develop multiple 
sclerosis would be desirable, they 
added, but its incidence of 1 to 2 
cases per 100,000 population per year 
is so low that the investigator can 
only obtain and try to evaluate pre- 
morbid information from persons 
already having the disease. 


Rehabilitation Program 
For the Incapacitated 


Incapacitated industrial workers 
do not remain unemployed or unem- 
ployable by choice, nor do they prefer 
to support their families through 
public assistance if there are any 
reasonable alternatives, declared 
Kenneth E. Pohlmann, rehabilita- 
tion director of the United Mine 
Workers of America Welfare and Re- 
tirement Fund. 

UMWA rehabilitation efforts were 
begun in June 1948, said Mr. Pohl- 
mann, by using outside (the mining 
areas) medical center services for 
the severely disabled, followed by 
expanded efforts when further needs, 
such as physical restoration services, 
were indicated. Subsequent steps 
included cooperation with Federal- 
State vocational rehabilitation agen- 
cies whereby selected patients, were 
referred for rehabilitation services 
to qualified agency representatives. 
By June 30, 1952, 8,693 handicapped 
people had been so referred by the 
UMWA. 

As an example of the rehabilita- 
tion program’s effectiveness, he con- 
tinued, of 738 UMWA disabled bene- 
ficiaries leaving physical medicine or 
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rehabilitation centers by January 
1952, 600 (81.3 percent) are still in 
discharge status and 169 are actively 
employed, 20 percent of them return- 
ing to mining. Thirty percent are in 
other industries, 32 percent are self- 
employed, 7 percent are in farming, 
4 percent sought appointive or elec- 
tive offices, and 8 percent are in di- 
verse jobs. 


Follow-up Care 


All persons discharged from such 
centers are given extensive follow- 
up study and care by local physi- 
cians, hospitals, or one of the 
UMWA’s 10 area medical staffs, 
Mr. Pohimann said. Half of the 738 
dischargees show marked physical 
improvement, 43 percent have main- 
tained various rehabilitation gains, 
and an impressive number have re- 
gained mobility with mechanical 
aids or are capable of self care. 

Sixty-four percent of the 575 pa- 
tients referred to local vocational 
rehabilitation groups participated in 
training and employment services. 
Only 18 percent quit because of 
physical regressions and unsatisfac- 
tory vocational goals. Mr. Pohl- 
mann emphasized that if the 169 of 
these participants now employed 
were public assistance charges, the 
maintenance cost of each individual 
and family would be 500 to 1,400 
dollars per year. This would entail 
a tremendous expenditure for the en- 
tire group over a number of years, 
he said. 

Present workmen’s compensation, 
relief and rehabilitation programs 
are inadequate to do a constructive 
job in rehabilitating the severely dis- 
abled, he concluded. 


Washington, D.C., Soiving 
Problems of Disabled 


A total physical medicine and re- 
habilitation program offers the com- 
munity an opportunity to realize 
significant economic and social sav- 
ings and, more important, to help 
restore to the disabled person that 
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== Chronic Illness, Rehabilitation 


human dignity which is lost to the 
helpless and the dependent, declared 
Josephine J. Buchanan, M.D., of the 
Division of Chronic Disease and 
Tuberculosis, Public Health Service. 


The Program 


To show how such a program can 
be developed and what it can accom- 
plish, Dr. Buchanan described the 
program begun 2 years ago at Gal- 
linger Municipal Hospital in Wash- 
ington, D. C. 

“We began with two things,” she 
said, ‘the barest minimum in per- 
sonnel, space, and equipment, and a 
firm belief in the validity of the 
work we proposed to do.” She ex- 
plained that the philosophy on which 
the program is based is that a patient 
is not well until he is returned to 
his community as nearly a whole hu- 
man being as our science, our work— 
and equally important, his effort— 











can make him. To cure a patient of 
a disease or heal him of an injury 
is but the first step in the total treat- 
ment of a patient. 


Home-Made Devices 


Certain basic specialized medical 
equipment had to be purchased, she 
remarked, but the greater part of the 
equipment was built by the hospital : 
devices for lower and upper extrem- 
ity exercises, parallel bars, practice 
stairs, and various self-help devices. 
A “gadget board” holding items, such 
as a dial telephone, water-faucet 
handles, and light switches, was de- 
vised for persons with residual disa- 
bilities in their hands and arms. 
An outdoor functional activity area, 
including a gravel pit, loading plat- 
form, garden, obstacle course, and 
even a city bus, was also developed, 
primarily for training those who 
earn their living by manual labor. 
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“Our Basic Mandate . . . To Keep People Well, 
Not Simply Keep Them Alive” 


In his APHA presidential address, Gaylord W. Anderson, M.D., 
Dr.P.H., Mayo professor and director, School of Public Health, 


University of Minnesota, said: 


“Many definitions of public health have been advanced, but prob- 
ably none so simply or so clearly expresses the will of the people 
as the 1869 statute establishing the Massachusetts State Board of Health 
and instructing that board to ‘take cognizance of the interests of health 
and life among the citizens.’ No other concept has had comparable 
influence in shaping the course of the public health movement in this 
country . . . [It] has governed the evolution of public health and 
still defines the scope of our activities . . . 

“Public health is an organized community program designed to 
prolong efficient human life. It has no artificial limitations that would 
restrict its activities to certain types of problems. It must deal with 


and endeavor to combat those forces that tend to impair or to shorten 
efficient human life and must meet each problem according to its par- 
ticular needs. The essence of democracy is the concept of rule by the 
people, who have a right to protect themselves against all forces that 
lead to illness or to death. As public health workers and servants of 
the people we have been specifically instructed to ‘take cognizance of 
the interests of health and life among the citizens.’ If we neglect or 
fail to do so we will be derelict in our duty.” 

(Dr. Anderson’s remarks appear in full in the American Journal of 
Public Health for November 1952, pages 1367-1373.) 
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The development of special devices, 
Dr. Buchanan pointed out, requires 
only a knowledge of the needs of the 
patient and the ingenuity to fulfill 
those needs. 








Most important to remember, she 
said, is that “this newest and oldest 
form of medical care” must begin 
immediately with the onset of the 
disabling condition and must pro- 
gress concurrently with the patient’s 
other medical care. Delay in be- 
ginning treatment may mean failure. 


60.9 Percent Independent 


The program has given care to 
about 2,000 patients, she reported, 
60.9 percent of whom have left the 
hospital totally independent and an- 
other 21.6 percent have been made 
partially independent. She men- 
tioned two particularly dramatic 
cases—one, a young quadriplegic 
who, through the use of a special 
splint, has been enabled to take up 
cartooning; the other, a young man 
paralyzed in a swimming accident 
who now manages to type his corre- 
spondence school lessons. 


Suggests Activities 


Dr. Buchanan suggested the public 
health officer, or other member of 
a health department staff, as the 
person in the community to stimulate 
action in developing a program of 
physical medicine and rehabilita- 
tion. He can acquaint the commu- 
nity with the ways in which total 
restorative and rehabilitation serv- 
ices can” help solve the problems 
which surround the disabled. He 
can participate on health and wel- 
fare planning committees. He can 
offer consultation service to his local 
vocational rehabilitation office and 
to the welfare department. He can 
encourage physicians to extend their 
limits of respensibility to the dis- 
abled patient. He can encourage the 
voluntary agencies to join together 
in planning for such a program. 
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Community Organization for 
Health: Practice and Precept 


Concepts of “community organization for health” received refur- 
bished definitions buttressed by concrete examples of cooperative 
action from widely separated areas of the country at sessions of the 
Conference for Health Council Work. 

Under the title, “Community Planning for Local Health Services,” 
reports were heard from Wisconsin, Massachusetts, Ohio, Pennsylvania, 
and Virginia. An evaluation of current concepts and a discussion of 
local relationships to national programs completed the presentations, 
all but one of which are reviewed below. 


Community Organization 
Welds Social Groups 


Discussing “new concepts” in com- 
munity organizations for health— 
concepts which he felt were not new 
but did need review—Earl Lomon 
Koos, Ph.D., chairman of the sociol- 
ogy department of the University of 


“Community efforts directed to- 
ward better health are necessarily 
custom built. ... Community or- 
ganization for health cannot be car- 
ried on in an icy apartness from the 
social worlds in which the people 
live for whom it is designed, and be- 
cause community organization can- 
not ignore the strength of the factors 
which create distinctive values re- 
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those values high or low in the whole 
hierarchy of values that are part of 
American life. For we must remem- 
ber that health is a value—and one 
which is forever in competition with 
other values in our society.” 

In Dr. Koos’ view, community or- 
ganization is a form of activity 
which attempts to “weld together” 
the individual members and groups 
of an area into “one group having a 
common purpose.” He went on to 
discuss two kinds of concepts: those 
related to the individuals and 
groups, and those related to com- 
munity organization as a_ social 
process. 


Three Community Groupings 


There are several types of identi- 
fiable groups in the community, Dr. 
Koos pointed out. The first centers 
in “ethnic identification,” that fo- 
cused upon the recognition of a com- 
mon religious, nationality, or racial 
characteristic. “To plan programs 
without understanding the prescrip- 
tions and proscriptions of behavior 
which are present in each group’s 
culture is to be unrealistic about 
what can be accomplished through 
formal organization.” 

“Ethos identification” is a second 
group, pointing up the reality of so- 
cial class membership, the sociologist 
noted. He called attention to a re- 
cent study of a community of less 
than 5,000 which shows “that there 
are sharp differences in health atti- 
tudes and behavior among the social 
strata of that community, and that 
these relate very directly to the way 
in which that community organizes 
for health.” 

The third grouping centers on the 
family, which functions as an active 
agent in providing an atmosphere in 
which health can flourish and as an 
agent in caring for the individual in 
time of iilness. Dr. Koos under- 
scored the fact that the family also, 
“is the matrix within which many 
basic ideas and attitudes of the 
young are formed, and that it is 
genuinely effective in maintaining 
such ideas and attitudes throughout 
the adult years.” 
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The Family Matrix 


“We may well search,’ Dr. Koos 
went on, “the logic of industry- or 
school-cenfered programs that ignore 
the importance of the family as a 
‘conditioner of attitudes,’ and that 
may send the individual back into 
his family to face conflicting ideol- 
ogies about health and its value. 
... Such programs can work ef- 
fectively only if they send the indi- 
vidual back to his family prepared 
to adjust differences that may have 
been engendered, to make him, in 
effect, a health organizer in his own 
small family world. If the indi- 
vidual is not so prepared—because 
the health program ignores the indi- 
vidual’s emotional ties to his 
family—the cost in tensions and 
frustrations can outweigh any small 
good the program may have ac- 
complished.” 

Turning to community organiza- 
tion as a social force, Dr. Koos re- 
called the truism that the individual 
gains from his membership in the 
group, and contributes to that group, 
only in proportion to his participa- 
tion. The condition for effectiveness 
was described as an “atmosphere” 
in which the members have high 
morale, the opportunity and en- 
couragement to communication with 
each other on a democratic basis, 
and the opportunity to “define the 
situation” or to “establish common 
values” on equal terms. 

Conversely, the speaker pointed 
out that there are three concepts 
that can only inhibit effectiveness. 
One of these, he said, is the idea of 
the “hierarchy of ability,” the belief 
that “we know what is best for 
people.” Another is the “vested in- 
terest, that pride of possession and 
proprietary interest that tends to 
exclude others from dynamic partic- 
ipation.” The third he cited as 
“the domineering need to dominate, 
characteristic of many individuals 
who stem from the authoritarian 
past.” 

“We cannot deny,” Dr. Koos main- 
tained, “that there is a hierarchy of 
ability, but it should be pointed out 











that special abilities and knowledge 
should serve only to commission 
those who possess them to help the 
less fortunate to gain needed in- 
sights. It is not easy for many mem- 
bers of the community, especially 
those with a strong sense of noblesse 
oblige, to rid themselves of the sec- 
ond and third of these concepts, 
but somehow community organiza- 
tion must find the means—again 
through the group process—by which 
these can be abolished.” 


Milwaukee Groups Study 
Postwar Problems 


Milwaukee County, Wis., like other 
metropolitan areas, faces public 
health problems resulting from 
postwar expansion and has begun 
to interest itself in community 
health planning, declared John 8S. 
Hirschboeck, M.D., dean, Marquette 
University School of Medicine. The 
citizens themselves, their elected 
county officials, public and private 
health agencies, and the Community 
Welfare Council of the city of Mil- 
waukee are cooperatively planning 
public health programs. 

County citizens and part-time 
health officers of the 18 suburban 
communities were opposed to a sug- 
gestion for a combined city-county 
health department. Despite some 
opposition, but facing an increasing 
number of complaints about inade- 
quate sewage disposal, the Mil- 
waukee County board of supervisors 
created a citizens’ committee to study 
county public health needs, explained 
Dr. Hirschboeck. The citizens’ com- 
mittee, with the help of the research 
department and the social planning 
committee of the community welfare 
council, searched for a way to meet 
present public health needs without 
disrupting existing suburban pro- 
grams. 

Dr. Hirschboeck outlined the com- 
mittee’s proposed plan: A county bu- 
reau of health services would op- 
erate under the direction of a full- 
time public health officer. According 
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to their requirements, suburbs would 
purchase services from the bureau. 
The cost of operating the bureau 
would be prorated among the par- 
ticipating suburbs. The bureau 
would be responsible for sanitation 
in the county parks and would super- 
vise medical aspects of civil defense 
planning. Hearings on the proposals 
have not been completed. 





Ohio Emphasizes Local 
Health Planning 


In Ohio, State public health 
planning is being stimulated by 50 
community health councils and by 
many local units organizing health 
counciis, reported Sewall O. Milli- 
ken, M.P.H., chief, division of public 
health education, Ohio Department 
of Health. Rural Ohio counties 
have received nation-wide acclaim 
for their health studies and success- 
fully executed plans, he said. 

Active local participation in State 
health planning is the concern of the 
Ohio Rural Health Council, organ- 
ized in 1941, explained Mr. Milliken. 
Composed of 46 members represent- 


_ public health 
: in transition 
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The first 5 decades of America’s 20th 

century have been a time of social and 
economic change and development . 
a time of population growth, sparked by 
immigration and the call of a free and 
bountiful land . . . a time of industrial 
expansion and urbanization, producing a 
rising standard of living and a greater 
longevity. This half-century has been 
a time of change and challenge to a new 
amalgamation of professions: public 
health. In these 50 years many needs, 
many problems came into view. 
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ing 22 State organizations, an equal 
number of elected rural members, 
and 2 representatives of the Agri- 
cultural Extension Service, the coun- 
cil has developed a definite relation- 
ship between State and local com- 
munity health service planning, by 
placing emphasis on local responsi- 
bility and by aiding local activities. 
Health education, dissemination of 
health information, the training of 
leaders, and study and survey of in- 
dividual area health needs are proj- 
ects under council sponsorship. 


Other Organizations 


The Ohio Committee on Public 
Health, an outgrowth of the Ohio 
Rural Health Council in 1949, studied 
the State’s financial obligation to 
local health departments as pro- 
vided by law. Other public health 
organizations cited by the author 
for their interest are: the Ohio Cit- 
izens’ Council for Health and Wel- 
fare, the Ohio Public Health Asso- 
ciation, and the State Planning 
Committee for Health Education. 

An example of productive respon- 
sibility shared by several organiza- 
tions is the brucellosis control 
pamphlet which Mr. Milliken de 
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causes” . malaria costs Na- 
tion half-billion dollars annually . 100,- 
000 smallpox cases in 1921 . health haz- 
ards in industry mount . chronic diseases 


Conference Report 

















scribed as prepared cooperatively by 
the Ohio State Medical Association, 
the Ohio State Veterinary Medical 
Association, the State Departments 
of Health and Agriculture, and the 
Ohio State University Agricultural 
Extension Service. 


Council Improves Services 


Reorganization and expansion of 
city, county, and suburban health 
departments, a children’s mental 
health center, hospital construction, 
a tuberculosis registry, a 5-year ex- 
periment in mass health education, 
institutes and courses in community 
health programs—these are among 
the accomplishments credited to the 
Metropolitan Health Council of 
Columbus, Ohio, according to the re- 
port by Russel G. Means, M.D., past 
president of the council. 


Pennsylvania Revamps 
Laws and Structure 


The revamped Health Department 
of Pennsylvania was described be- 
fore the Conference for Health Coun- 
cil Work by Gilson Colby Engel, 
M.D., professor of clinical surgery, 


1930 cause half of all deaths . 

over 500,000 VD cases re- 
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mature death . shortages in 
personnel and facilities hamper health 
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University of Pennsylvania Gradu- 
ate School of Medicine, Philadelphia. 

The Medical Society of the State 
of Pennsylvania, the 46 member or- 
ganizations of the Pennsylvania 
Health Council, and the League of 
Women Voters were instrumental, 
he said, in the campaign for new 
health legislation, and the changes 
in the State’s health organization 
were based on recommendations 
made in a survey by the American 
Public Health Association. 

The APHA survey, “Keystones of 
Public Health in Pennsylvania,” was 
used as a guide for the public health 
program reforms, Dr. Engel contin- 
ued. The new laws created an Ad- 
visory Board of Health which ad- 
vises the Secretary of Health and 
plans and fosters new health legis- 
lation; a merit system, applying to 
all public health personnel, to as- 
sure permanence of employment, 
equality and adequacy of pay, and 
impartial treatment, and to make 
provisions for economic security 
upon retirement; permissive legisla- 
tion allowing any community to set 
up its own local health unit. 


Community Units 


The objective in Pennsylvania is 
to decentralize health services to the 
local level, with power to control at 
that local level, stated Dr. Engel. 

The permissive legislation allows 
a community to set up its own health 
department, Dr. Engel explained. 
This local health unit, using qual- 
ified personnel, should provide six 
basic services: vital statistics re- 
cording; communicable disease con- 
trol; environmental sanitation; lab- 
oratory services ; maternal and child 
health care; and health education. 
One such unit now operating in But- 
ler County is showing good progress, 
he said. 

The Pennsylvania Health Council 
works closely with the Secretary of 
Health and the Advisory Board of 
Health. It is fostering the local 
health unit plan in communities by 
education programs. 

In Pennsylvania 78.4 percent of 
the population are covered by five 
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Blue Cross plans, the Intercounty 
plan, and commercial carriers 
against hospital costs. A _ Blue 
Shield plan is State-wide in activity 
and growing rapidly in membership. 

“Health education is the prime 
step in making the citizens health 
conscious, and it is only when they 
become health conscious that we get 
real support in projects for preven- 
tion of illness,” concluded Dr. Engel. 
“The educational job with the public 
is monumental and never ending as 
new generations are born.” 


Rural Health Progress 
Noted in Virginia 


Growing out of the need of rural 
people for more adequate medical 
services, the Virginia Council on 
Health and Medical Care has stim- 
ulated health progress in Virginia 
since its beginning in 1946, Edgar J. 
Fisher, Jr., director, told the Con- 
ference for Health Council Work. 

Mr. Fisher listed many accom- 
plishments. The council, he told the 
conference, has: 

Spearheaded and promoted an 
over-all health program with em- 
phasis on coverage of the State with 
public health services. Now 91 of 
the 98 counties have full- or part- 
time health officers. 

Centered attention on the mentally 














ill in State mental hospitals. Insti- 
tutions are becoming hospitals. 

Taken the initiative in getting ac- 
ceptance of the Hill-Burton hospital 
program, hospitalization of the in- 
digent, and the regional hospital 
plan through which interns from the 
two medical schools are rotated to 
seven hospitals in the State. 

Assisted Negro hospitals in meet- 
ing American Medical Association 
standards for approved internships. 

Worked for tuberculosis and can- 
cer control, transforming beds in 
sanatoriums from pavilion to hos- 
pital type and establishing 11 tumor 
clinics. 

Supported programs for medical, 
dental, and nursing scholarships 
(50, 4, 74, respectively) offered alike 
to white persons and Negroes. Doc- 
tors pledge a year of rural practice 
for each year of scholarship. 

Aided medical colleges in improv- 
ing facilities for training health per- 
sonnel; encouraged teacher training 
institutions to build adequate health 
curriculums. 

Recognized the need for recruit- 
ment of medical auxiliary person- 
nel, beginning at the high school 
level, and adequate salary schedules 
to make recruitment possible. 

Inaugurated a nationally recog- 
nized physician placement service 
administered by the council to en- 
courage doctors to settle in rural 
areas. 
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Sponsored a conference for work- 
ers with handicapped children as a 
result of which the Nemours 
Foundation has granted a substan- 
tial sum for strengthening the 
program. 

Helped local health councils get 
started and interested the nutrition 
council in becoming a standing com- 
mittee of the health council. 


Health Programs Depend 
On Citizen Participation 


Health councils are formal expres- 
sions of the trend by which public 
health has become a community en- 
deavor and has ceased to be the 
exclusive domain of professionals, 
Harald M. Graning, M.D., regional 
medical director, Federal Security 
Agency, Region V, Public Health 
Service, told a joint session with 
the Conference for Health Council 
Work. 

Public health has broadened from 
the control of contagious diseases to 
treatment of delinquency, mental 
and emotional disturbances, ills of 
the aging, obesity, and alcoholism, 
Dr. Graning remarked. The expan- 
sion of health planning is observed 
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in such national programs as that on 
aging, he noted. Medical research 
and medical treatment are the core 
of any planning, but the aging pro- 
gram’s broad sociological scope takes 
it “beyond the embrace of medicine,” 
he said. 

Dr. Graning said that the conse- 
quences of the decreases in com- 
municable diseases are to be seen 
everywhere and noted that the pro- 
fessional, the specialist, and the 
laboratory isolate are more and more 
sharing the field with those who 
practice where medicine allies itself 
with the social sciences. The effect 
is to think in broad concepts rather 
than specific disease entities when 
planning the integration of local, 
State, and national programs, he 
believes. 


Council’s Impact 


Conquest of the social problems of 
disease depends to a major degree 
on community participation in health 
services, the regional medical direc- 
tor stated. There is a _ practical 
value in selecting members of the 
community for service on health 
councils, for they are often in a 
much better position than profes- 
sional or official members to see a 
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program in its entirety and to iden- 
tify any lack of balance or excess 
emphasis on professional specializa- 
tions, he advised. Citizens with ex- 
ecutive capacity and budget experi- 
ence or with knowledge of resources 
and relative needs in program fields 
and welfare areas could increase the 
competency of a health council in 
fiscal and budget matters, Dr. Gran- 
ing said. 

“Participation in a health council 
by nonmedical members of the com- 
munity may be vital in recalling the 
professional to the felt needs of the 
community which may be quite dif- 
ferent from what he imagines them 
to be or perhaps even wants them to 
be,” Dr. Graning asserted. 

The effectiveness of health coun- 
cils will be multiplied by their gain- 
ing acceptance before legislative 
committees or budget groups prior 
to decisions which may mean the life 
or death of a program. Many coun- 
cils have permanent committees on 
legislation to analyze Federal, State, 
and local legislation affecting health 
programs. “If there is any more 
important job than this, which a 
council or its legislative committee 
can do, in relating its own plans to 
other health programming, I do not 
know what it is,” said Dr. Graning. 





New Research, Service Roles 


For the Bacteriologist 


The increasing development of 
antibiotics and their widespread 
use is creating new problems for, 
and laying new responsibilities 
upon, the bacteriologist and his 
laboratory. But these are only a 
few of the newer and expanding 
areas of activity in which the lab- 
oratory figures, as shown by re- 
view of the many papers and 
discussions presented before the 
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APHA laboratory section and re- 
lated groups. 


Laboratory Has Share 
In Therapy Guidance 


The introduction of new anti- 
microbial agents has caused a shift 
in the responsibility incumbent upon 
the bacteriologist, said Frederick 
C. Fink, Ph.D., coordinator in the 


hospital laboratory advisory service 
of Chas. Pfizer and Co., Inc., Brook- 
lyn, N. Y. 

The speaker based his remarks on 
the antibiotics conferences held in 
100 large cities in this country and 
Canada at which antibiotic testing 
authorities discussed the observa- 
tions made in the bacteriology labo- 
ratories of medical schools, public 
health facilities and hospitals, and 
industry. 

Mr. Fink pointed out that now the 
laboratory faces the tremendous 
problem of guidance for antibiotic 
therapy after the cause of infection 
is discovered by the clinician. In 
shared responsibility, the clinical- 
diagnostic laboratory and the indus- 
trial research facilities are develop- 
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ing assay techniques and sensitivity 
tests—reliable indexes to the thera- 
peutic effectiveness of antibiotics, he 
said. 


Historical Stage 


The past 20-year history of labo- 
ratory bacteriology was divided by 
Mr. Fink into three stages: the pre- 
sulfonamide, the sulfonamide to 
penicillin, and the penicillin to 
“broad-spectrum” antibiotic (chlo- 
ramphenicol, aureomycin, and terra- 
mycin). During the first stage, a 
bacteriology laboratory received clin- 
ical specimens, made and studied 
smears and cultures, and then made 
a report. With the etiologic agent 
thus identified, the clinician usually 
decided upon the course of therapy 
from among the palliative or spe- 
cific curative drugs at hand. 

Soon after the clinician and bac- 
teriologist became aware that some 
cases did not respond to sulfonamide 
therapy, Mr. Fink continued, re- 
searchers developed in vitro sulfa 
sensitivity tests on pathogen isolates. 
Doctors then found that in vitro 
tests, using the entire family of 
available sulfonamides, saved much 
haphazard choosing of drugs to sup- 
press infection. 


Antibiotics 


From the extension of the original 
work on penicillin came the anti- 
biotics. Mr. Fink explained it was 
soon learned that many of the sulfa- 
resistant organisms were penicillin- 
sensitive and that many of the 
peniciliin-resistant strains were 
sulfa-susceptible. Carefully  per- 
formed laboratory sensitivity tests 
predict the response of organisms, 


Mr. Fink indicated. The  broad- 
spectrum agents, bacitracin, poly- 
myxin, streptomycin, and others, 


each with a slightly different spec- 
trum of activity and varying degrees 
of toxicity, are used for routine 
check of microbial sensitivity in 
vitro. 

Techniques in laboratories will 
continue to be determined by the 
mode of performance and the valid- 
ity of conclusions, Mr. Fink said. 
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The ideal sought by scientists hinges 
on the care with which they select 
for adoption the newly described 
techniques of other workers, and the 
manner in which they approach and 
tackle original research problems. 


Popular Tests 


The three most popular techniques 
for in vitro testing, the broth dilu- 
tion, the agar dilution, and the agar 
diffusion (disc-plated) methods, 
have in common six features which 
Mr. Fink lists as: inoculum; prep- 
aration and storage of antibiotic 
stock solutions; choice of diluent 
medium; pH of the medium; time 
and temperature of incubation; and 
interpretation of the tests. 

“Whichever technique is adopted, 
it should definitely be standardized 
for that laboratory with respect to 
the inherent variables,” he suggested. 
“We must more often rely upon in- 
formation from the laboratory as 
we realize the existing response 
variation among species of the same 
genus or among strains of the same 
species.” 

Mr. Fink stressed that the only 
absolute criterion of success or fail- 
ure in the use of one or another 
sensitivity testing technique is the 
clinical response of the patient fol- 
lowing administration of adequate 
dosage of the agent indicated as 
“drug of choice.” 


Bacteriological Research 


Laundry Recontamination 
Hazards Emphasized 


Laundry processes are efficient in 
removing bacteria from fabrics dur- 
ing washing, but the materials be- 
come recontaminated in the spin 
dryer or while hanging in the laun- 
dry to dry, reported Brooks D. 
Church, M.S., and Clayton G. Loosli, 
M.D., of the preventive 
section, department of medicine, 
University of Chicago. 

In an extensive bacteriological 
study in two laundries—one hospital 
and one commercial—it was found 
that during the sorting of linen and 
other activities the air became con- 
taminated with bacteria and in 
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turn contaminated clean woolen 
blankets and fabrics. 
Also, airborne bacteria were 


drawn through the spin dryers and 
impinged on the washed textiles, and 
while large numbers of organisms 
were killed in ironing, many sur- 
vived. One factor in survival, they 
stated, is the extraneous dried mu- 
cous covering the bacterial cell. 

The findings in this study are of 
public health importance, they main- 
tained, because the surviving or- 
ganisms, mainly nonhemolytic and 
alpha streptococci and Staphylococ- 
cus albus and 8. aureus, are all po- 


tential human pathogens. Clean 
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linen which has been recontaminated 
in the laundry may be the source of 
serious infections in hospitals and 
military barracks. 

Authorities should recognize the 
danger of recontamination of washed 
bedding by airborne bacteria dis- 
persed while sorting and handling 
unwashed linen, they concluded, and 
should institute preventive measures 
by requiring proper construction, 
ventilation, and mangement of laun- 
dries, both hospital and commercial. 


Solid Immunity Provided 
By Diphtheria Toxoid 


A high level of immunity to diph- 
theria and tetanus can be induced 
in adults by small, properly spaced 
doses of precipitated diphtheria tox- 
oid, Geoffrey Edsall, M.D., director 
of the Commission on Immunization, 
Armed Forces Epidemiological 
Board, Walter Reed Army Medical 
Center, and J. S. Altman, com- 
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mander, Medical Corps, United 
States Navy, reported. 

In an investigation of diphtheria- 
tetanus immunity, 1 Lf-unit doses 
of precipitated or adsorbed diph- 
theria toxoid were given to 519 vol- 
unteer Navy Service School students, 
they stated. The first two doses 
were administered 3 weeks apart, 
the third, 5 months later. Antitoxin 
titers were determined before the 
first and third doses and after the 
third dose. After the third dose, 
they said, 250 of the 252 men who 
completed the study showed solid 
immunity. 


Antibiotics Assayed 
By Serial Dilution 


The application of antibiotic ther- 
apy for the control of infectious dis- 
eases necessitates the adaptation of 
antibiotic assay methods to routine 


Experience With Home Care 
In Four Large Cities 


Planned medical care at home offers striking promises of economy 
of operation and satisfaction for patients and relieves pressures on 
hospital occupancy, but many problems remain—particularly those 
involving the financing of services for the medically indigent. 

These were among the main points presented before a joint session 
of the health officers, medical care, and public health nursing sections 


of the APHA, with the Conference for Health Council Work. 


Boston’s Voluntary Plan 
Has Financing Problem 


Financing medical care for the 
medically indigent remains an un- 
solved problem for a voluntary proj- 
ect, Henry J. Bakst, M.D., indicated 
in a discussion of a home care pro- 
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gram that meets the dual purpose of 
serving the needy and providing a 
vehicle for medical education. 

Dr. Bakst, professor of preventive 
medicine at the Boston University 
School of Medicine and director of 
home medical and out-patient serv- 
ices for the Massachusetts Memorial 
Hospitals, based his observations 
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use, maintained Carolyn R. Falk, 
B.S., bacteriologist in the New York 
City Department of Health. In the 
past 9 years, the antibiotic testing 
unit of that department has tested 
more than 2,700 organisms for anti- 
biotic sensitivity and over 10,000 
body fluids for antibiotic level, 
Miss Falk reported. 

The laboratory technique found 
to be the most practical for both 
tests is the test-tube twofold serial 
dilution method. It is easily mas- 
tered by the average technician, af- 
fords more quantitative results than 
the disc-plate method, and distin- 
guishes between bacteriostatic and 
bacterial levels, Miss Falk stated. 

She described the method briefly, 
pointing out that the tests for the 
new antibiotics follow essentially 
the same pattern as those for peni- 
cillin and streptomycin. In deter- 
mining possible effective pairs of 
antibiotics, the scheme suggested by 
Jawett and co-workers is of assist- 
ance, Miss Falk said. 


largely upon the long experience of 
the two institutions. A home care 
program for the needy and medically 
needy has been a joint activity since 
1875. 

Public relief agencies financed by 
Federal, State, and local funds help 
the totally needy meet the cost of 
medical care, Dr. Bakst explained. 
But this group, he said, makes up 
only one-third of the annual patient 
load of the Boston home medical 
service, about 35 percent of the 15,- 
173 home calls made in the 12 months 
from April 1950 to March 1951. 


The Medically Needy 


Two-thirds of the visits are made 
to the medically needy—persons who 
are able to provide for ordinary day- 
to-day needs but cannot meet medi- 
cal costs, he said. Usually, nonoffi- 
cial agencies, such as the hospital 
volunteering the service, must subsi- 
dize the medical care for this group, 
he stated. 
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Outlining the Boston program 
briefly, Dr. Bakst pointed out that 
eligibility for admission for out- 
patient treatment in the medical 
school-hospital program is based on 
an income limitation of $40 a week 
for a single person. Groups of sen- 
ior medical students provide the 
medical service under the supervi- 
sion of two full-time second- and 
third-year residents and the staff of 
the department of preventive medi- 
cine. The service is supplied on re- 
quest to eligible persons among the 
50,000 in the square-mile area sur- 
rounding the hospital and school. 

From November 1949 to October 
1950, 84.23 percent of the patients 
were treated at home, 8.83 percent 
were referred to the out-patient de- 
partment for further evaluation, and 
6.94 percent were admitted to the 
hospital. 


Six Basic Elements 


Dr. Bakst named six requirements 
as essential to a home care program: 

1. The services and resources of 
a general hospital. 

2. Coordinated use of community 
resources such as the visiting nurse 
association, the health department, 
the family society, and other official 
and voluntary health and social 
agencies. 

3. Centralized administration with 
emphasis on continuity of care and 
unit records. 

4. Integrated cooperation of pro- 
fessional personnel—especially the 
physician, visiting, public health and 
school nurses, and the medical social 
worker—for consideration of the pa- 
tient as a social being in his envi- 
ronmental setting. 

5. Specific geographic area of re- 
sponsibility in the larger cities. 

6. Adequate financial support, with 
particular attention directed to the 
problem of medical indigency. 

Dr. Bakst noted that hospitals 
participating in a home care pro- 
gram extend their services beyond 
the institution walls and add a real 
contribution to the health of the 
community. Such a program be- 
comes, in part, the nerve and com- 
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munications center of personal 
health services for the community 
area, he said. 


Hospital Stay and Costs 
Reduced by D. C. Project 


Home care service for patients 
with long-term illness saves $100 per 
patient by reducing hospital stay and 
costs of patient care, Sidney Shin- 
dell, M.D., in charge of the home 
care pilot study at Gallinger Munici- 
pal Hospital, Washington, D.C., 
told a joint session with the confer- 
ence of Health Council Work. 

The home care unit was set up as 
an independent administrative unit 
at Gallinger Hospital which treats 
indigent patients in cooperation 
with the District of Columbia De- 
partment of Health and Hospitals. 
Its purpose, Dr. Shindell said, was 
to determine: the nature of the 
eligible patient population; the ef- 
fect of home care in reducing hos- 
pital stay costs; and the extent 
to which the program conserved the 
total number of beds. By a random 
selection, 177 eligible patients were 
divided into a study group and a 
control group. The control group 
was observed to determine what 
happened to such individuals using 
existing community facilities. Dr. 
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Shindell made the following points 
in his report. 


Potential Is 2.1 Percent 


During the study, approximately 
7,500 patients were admitted to Gal- 
linger Hospital. Of this total, 5.5 
percent were medically qualified for 
home care service, but two-thirds of 
these were disqualified because of 
inadequacies in the home situation. 
This is equivalent to a home care 
potential of but 2.1 percent of all ad- 
missions. 

The home care patients averaged 
17.2 days stay in the hospital, 24 
days less than the patients in the 
control group. They received 118 
days of home care. The cost of hos- 
pital care was approximately $13.50 
per day and of home care, $3.70. 
Significant savings to the community 
accrued during the 24 days of hdme 
service; but the costs of the two 
groups paralleled each other upon 
the discharge of the control patient 
to his home with out-patient care. 

Hospital beds made available by 
the use of home care service totaled 
10 or an equivalent of 1.9 percent 
annual increase in available beds. 
The savings in bed availability, like 
the savings in cost of care to the 
community, would be increased if a 
larger proportion of medically suit- 
able patients had adequate homes or 
if domiciliary facilities were avail- 
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Health Unit and College 
Give Richmond Service 








Richmond, Va., now provides ex- 
cellent medical and dental care for 
its indigent persons at a reasonable 
cost through the cooperation of the 
Richmond Health Department and 
the Medical College of Virginia. 

This program was described by 
BH. M. Holmes, Jr., M.D., M.P.H., di- 
rector of public health, Richmond, 
and professor of community medi- 
cine, Medical College of Virginia; 
Kinloch Nelson, M.D., clinical direc- 
tor of home care service and direc- 
tor of continuation medicine, 
Medical College of Virginia: and 
Charles L. Harper, Jr., M.S.P.H., ad- 
ministrative assistant of medical 
aid bureau, Department of Public 
Henlth, Richmond. 

In 1909, Richmond assumed re- 
sponsibility to its indigents by a 
physicians’ home visiting service as 
part of its over-all medical care pro- 
gram, the officials reported. Weak- 
nesses in this service became so glar- 
ing that in 1947 the Richmond Area 
Community Council was asked to 
survey the problem. The recom- 
mendations resulted in a quality 
medical care program administered 
by the health department and using 
technical services provided by medi- 
cal professors and students of the 
Medical College of Virginia. The 
medical care program begins with 
the onset of illness and continues to 
the restoration to economic useful- 
ness or throughout chronic illness to 
death, they said. 


Over 4,000 Patients 


The officials described the gradual 
inclusion in the community service 
program of hospitalization, auxiliary 
medical services, sick-room loan 
chest, and rehabilitation counsel. 
During the past fiscal year 9,674 
calls were made on 4,006 patients, 
an increase of one visit per patient 
over the old district physician ar- 
rangement. 

The fiscal 1952 per capita cost of 
$1.52 for this well-coordinated medi- 
eal care program is considered ex- 


94 


APIA 














tremely low, they stated. The city’s 
budget for its entire medical care 
program, which includes emergency 
hospitalization, chronic illness care, 
nursing home care, dental care, out- 
patient clinics, and 80 percent of the 
home care cost, is $350,600. The cost 
of the home care program is $82,501. 

Under Richmond’s new medical 
care program, the same amount of 
money spent has produced a greater 
range and a greater volume of serv- 
ice, the officials noted. In the year 
1948449, the city provided 18,925 
hospital days, but last year it pro- 
vided 36,100 days for essentially the 
same amount of money. This high 
quality medical care at a reasonable 
expense to the taxpayer has been 
achieved by coordinating the activi- 
ties of the many agencies involved, 
by utilizing the available resources 
most effectively, and by maintaining 
a close administrative control, they 
concluded. 


Ward Occupancy Lowered 
In New York Facilities 


The difference between ward oc- 
cupancy rates of 101 percent in hos- 
pitals with home care programs and 
117 percent if these hospitals had 
none “is the most eloquent indica- 
tion of what home care programs 
mean to a hospital system operating 
under the pressures of the Depart- 
ment of Hospitals,” stated Marcus D. 
Kogel, M.D., Commissioner of the 
Department of Hospitals of New 
York City before a joint session with 
the Conference on Health Council 
Work. 

Beginning with 5 hospitals in 1948, 
he reported 16 now participating in 
the home care program providing 
nearly 350,000 home care days dur- 
ing the first 6 months of 1952, an 
average daily home care census of 
1,907 patients. At the same time, 
2,171,000 ward days were provided 
by the same hospitals, an average 
daily census of nearly 12,000. 

The program’s impact was illus- 
trated by Dr. Kogel by the experience 
of the Harlem Hospital. The home 
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care service was set up reluctantly 
because of unfavorable housing fa- 
cilities in the underprivileged neigh- 
borhood of the hospital. However, 
in the first 6 months of 1952, the 
home care census was 133 patients 
and the ward occupancy rate 
dropped to 124 percent from a high 
of 140 in 1949. This service now 
ranks fifth among the 16 programs. 


Will and Leadership 


“The Harlem Hospital experience 
demonstrates that it is quite possible 
to set up an effective home care serv- 
ice in any general hospital provided 
there is the will to do it and the 
dynamic leadership to guide it,” 
stated Dr. Kogel. 

The Department of Hospitals re- 
fers to home care as a continuation 
of hospital care in the patient’s 
home—or a boarding or nursing 
home, Dr. Kogel pointed out. No pa- 
tient is treated on a home care serv- 
ice without thorough hospital eval- 
uation. One of the decisive medical 
factors determining eligibility for 
home care is the status of need of 
the patient for all of the medical 
facilities and services provided by a 
general care hospital; and if occa- 
sional medical supervision and nurs- 
ing attendance can care for the 
patient. 


16 Hospitals in Plan 


Patients in general hospitals are 
the main users of home care services. 
Thirteen of the sixteen programs are 
associated with general hospitals. 
In addition, a chronic disease re- 
search hospital and two tuberculosis 
hospitals are Operating such serv- 
ices. Chronic disease patients, how- 
ever, make up the bulk of the cases. 

Problems encountered in the pro- 
gram include the suitability of the 
patient’s home, lack of housekeeping 
services in the home, and transporta- 
tion. Another difficulty is getting 
support for the program from hos- 
pitals’ attending staffs. Staff short- 
ages have necessitated the cutting 
down on home visits by house staff 
members, Dr. Kogel reported, adding 
that Welfare Department panel 
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physicians or full-time physicians 
employed especially for visiting 
home care cases, have taken their 
place. 

In spite of these difficulties Dr. 
Kogel feels that the “home care idea 
has given us in the Department of 
Hospitals a breathing space until 
modernization and replacement pro- 
grams are completed and it has made 
a permanent place for itself in the 
scheme of hospital operation.” 


Terminal Cancer Patients 
Receive Home Care 


Home care of indigent terminal 
cancer patients over a 2-year period 
made 676 hospital days available to 
persons with acute illness or chronic 
disease necessitating hospitalization, 
and saved the hospital $12,000 as 
well. 

These results of a study at the 
Hospital of the Woman's College of 
Pennsylvania, Philadelphia, to de- 
termine the feasibility and value of 
providing medical care for terminal 
eancer patients who could be cared 
for at home as well as, or better 
than, in a hospital bed were reported 
by Mildred ©. J. Pfeiffer, M.D., 
M.P.H., director of the division of 
adult cardiovascular diseases, Penn- 
sylvania Department of Health, and 
former director of the department of 
oncology of the Woman's College of 
Pennsylvania, and Eloise M. Lemon, 
M.D., fellow in oncology and clinical 
assistant in medicine at the college. 

The need to continue the hospital’s 
responsibility for medical manage- 
ment of indigent cancer patients was 
recognized by the Woman’s Medical 
College shortly after establishment 
of a tumor clinic in September 1948, 
the physicians said. 


Case Load 


The medical social worker and the 
physician cooperated closely in se- 
lecting patients for the study, which 
was originally conceived as a method 
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of filling immediate and direct pa- 
tient needs. However, it proved to 
be excellent for teaching medical 
students, and made _ information 
about follow-up of cancer patients 
available to the tumor clinic staff 
teachers, Dr. Pfeiffer and Dr. Lemon 
reported. 

The daily case load ranged from 
1 to 11 patients, usually varying 
from 7 to 11; visits totaled 439, an 
average of 8 per patient before 


death, hospitalization, or other dis- 
position. Indigency varied from 
absolute, in terms of public assist- 
ance and hospital ratings, to partial 
financial lack. Occasionally a staff 
specialist referred a patient who was 
a suitable subject for teaching pur- 
poses. Ages of the patients were 21 
to 90 years; average, 61 years; 84 
percent over 50. Most women were 
between 50 and 61; the men between 
60 and 79. 


Cancer Control Projects 


And Research Activities 


That progress against cancer—in terms of control if not direct pre- 
vention—is possible was suggested in reports of current activities from 


Puerto Rico, Connecticut, and Massachusetts. 


At the same sessions of 


the Public Health Cancer Association and the epidemiology section, 
new data were presented on socioeconomic aspects, cancer detection, 
medical teaching, and the role of heredity. 


90% of Cancer Patients 
Served in Puerto Rico 


At least 90 percent of the cancer 
patients in Puerto Rico now receive 
diagnosis, treatment, or follow-up 
care through a cancer control pro- 
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gram of the Puerto Rican Govern- 
ment, reported Lyndon E. Lee, Jr., 
M.D., Roberto Fuentes, B.A., and 


Luisa Lefebre, B.S., from the Puer 
to Rico Department of Health and 
the University. They predicted 
that a contemplated broadening of 
the program will insure the provi- 
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sion of governmental aid to all can- 
cer cases. 

The cancer program was initiated 
in October 1949 when it became evi- 
dent that the increasing public 
health problem of cancer among 
Puerto Ricans required an _ or- 
ganized official control effort, the 
speaker stated. 








Case Reporting 


A statistical registry was estab- 
lished for the recording and analysis 
of pertinent data from all cancer 
cases in 72 hospitals. All physicians 
and hospitals were required by law 
to report to the Bureau of Cancer 
Control the details of any case diag- 
nosed as cancer. Now pending are 
amendments to the law to require 
such reports from diagnostic and 
clinical laboratories, they said. 

In considering immediately prac- 
ticable steps to be taken, it was 
found that Puerto Rico’s major dif- 
ficulty in cancer service was a lack 
of personnel and facilities for micro- 
scopic examination of tissue. Con- 
sequently, an expert pathologist was 
retained to review and recommend 
solutions for the pathology problem, 
and additional equipment was pro- 
vided for the broader functioning of 
a central pathology laboratory. It 
was noted that facilities for X-ray 
diagnosis and therapy also were 
increased and improved. 


Cytology Center 


Upon discovery that cancer of the 
cervix was the most frequently en- 
countered condition, an intensified 
effort for early diagnosis of this 
type of cancer was promoted and a 
eytology center established. The 
initiation of a cooperative case-find- 
ing program for lung cancer produced 
gratifying results, they noted. 

Educational aspects of the pro- 
gram, the Puerto Rican group re- 
ported, included distribution of a 
cancer manual to general practition- 
ers and, in order to obtain uniform- 
ity in reporting, a “Manual of Tumor 
Nomenclature and Coding” to pa- 
thologists and hospitals. Weekly 
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tumor conferences for physicians 
were held at three major cancer cen- 
ters and 10-week postgraduate 
courses, including lectures, clinics 
and operative demonstrations, were 
presented weekly in seven local 
areas by an itinerant instructor. 
Lectures also were given to ancillary 
medical groups and to lay organi- 
zations with mass education facili- 
ties. 

At present, they continued, $75-, 
000 in service contracts for cancer 
diagnosis and treatment is allotted 
each year to two hospitals which 
care for 50 percent of Puerto Rico’s 
cancer patients and an additional 
$25,000 a year is divided among 11 
other hospitals through a merit sys- 
tem of referral. This had made ap- 
proximately 1,000 hospital beds 
available for cancer patients, but it 
was emphasized that such measures 
should be considered only as neces- 
sary, temporary expedients. They 
recommended construction in Puerto 
Rico of a central, government-sup- 
ported cancer institute, devoted ex- 
clusively to the diagnosis and treat- 
ment of cancer patients and the 
investigation and teaching of all 
aspects of cancer. 


Massachusetts Studying 
24-Year Cancer Effort 


The Massachusetts Department 
of Public Health has reappraised its 
cancer control program in a new 
series of studies on the effects of 
present day cancer control methods, 
reported Herbert L. Lombard, M.D., 
M.P.H., director of its Division of 
Cancer and Other Chronic Diseases. 
Cooperating in the study were 
Barbara Bennett, A.B., Barbara J. 
Drake, A.B., and Margaret B. Quinn, 
B.S., assistant biometricians. 

The method of calculations and 
presentation of statistics on therapy 
used were the recommendations of 
the subcommittee of the World 
Health Organization. Records ana- 
lyzed were those of 4,291 females 
with breast cancer who attended the 
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Massachusetts cancer clinics during 
1927-50. Cases were classified in 
age groups, according to site of can- 
cer originally diagnosed, and accord- 
ing to diagnosed or microscopically 
verified cancer, Dr. Lombard ex- 
plained. From these data, tables 
and charts were prepared in all of 
the classifications for the computed 
rates of life expectancy for breast 
cancer admissions and for crude sur- 
vival. Time period comparisons 
were made. 


Survival Rate 


‘In highlighting some of the find- 
ings, Dr. Lombard pointed out that 
the age-adjusted survival rate, cor- 
rected for deaths from causes other 
than breast cancer, probably gives 
one’ of the most representative pic- 
tures of the situation. The over-70 
age group showed the greatest in- 
crease for the 5-, 10-, and 15-year 
survival periods; credit for this im- 
provement is given to radical opera- 
tions and better pre- and postoper- 
ative treatment. In earlier years, 
elderly persons with cancer were not 
usually treated by radical operation ; 
now operations on 80-year-olds are 
not unusual. ‘ 

The under 50 years of age group 
showed the highest percentage of 
cures as well as a larger percentage 
of highly malignant tumors. The 
high percentage of cures may be be- 
cause the young have profited by 
their receptiveness to the educa- 
tional programs in Massachusetts, he 
said. 

Trends in breast cancer survival 
are upward, concluded Dr. Lombard, 
but further study is needed to deter- 
mine all of the causative factors. 


Patient, Physician Aided 
By State Cancer Register 


A State-wide cancer record regis- 
ter is of practical value to the medi- 
cal profession, the individual pa- 
tient, and the community, as well as 
the public health worker, experi- 
ence in Connecticut shows. 
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These benefits, all intermeshing, 
were discussed by Matthew H. Gris- 
wold, M.D., chief, and Earl S. Pol- 
lack, M.A., research statistician, 
division of cancer and other chronic 
diseases, Connecticut State Depart- 
ment of Health, before the Public 
Health Cancer Association. 

The register, maintained by the 
State health department since 1935, 
contains histories of some 55,000 
eancer patients treated in 31 of 36 
general hospitals in the State, they 
reported. 


Health Workers 


From these histories the medical 
profession gets information on the 
extent of the cancer problem, the 
trends of cancer incidence and 
prevalence, methods of diagnosis, 
treatment and results, and survival 
time, the Connecticut officials indi- 
eated. The register also provides a 
starting point for special clinical 
investigations, which, in addition to 
providing valuable information, 
stimulate interest among the medi- 
cal profession in evaluating the re- 
sults of their work with cancer and 
also tend to improve reporting, they 
said. 


Patients 


The patient, in turn, benefits 
through better care as knowledge 
and interest in cancer increases, the 
officials indicated. But more di- 
rectly, they said, the periodic follow- 
up system conducted as an integral 
part of the register assures the pa- 
tient of adequate attention after 
treatment. The private patient is 
followed through the attending 
physician; the service case, by the 
tumor clinic. The information ob- 
tained for each case is recorded in 
the local register and forwarded 
upon request to the central register. 


Research 


The register is now being used in 
a study of environmental carci- 
nogens, the officials reported. The 
records make it possible to select in- 
dividuals who may have been ex- 
posed to carcinogens and to obtain 
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details of their various occupations, 
Analysis of the data should point 
toward specific hazards in specific 
industries as areas for further in- 
vestigation, they pointed out. 


Socioeconomic Factors 
In Female Cancer 


A correlation between low socio- 
economic status and cancer of the 
stomach was found for women, but 
not for men, implicating cultural 
factors as a cause, Edward M. Co- 
hart, M.D., of the Department of 
Public Health, Yale University, said 
in reporting on part of a study con- 
ducted in New Haven. 

The study was undertaken to de- 
termine if there was a correlation 
between cancer sites and socioeco- 
nomic status in the United States, 
as had been found in England and 
Denmark. A second phase of the 
study will attempt to trace the bio- 
nomic factors responsible for the 
correlation, he said. 

Records of 347 cases of stomach 
cancer in men and 263 cases in 
women between 1935 and 1948 in 
New Haven were obtained from the 
Cancer Register of the Connecticut 
State Department of Health, supple- 
mented by death certificates. The 
cases were grouped in seven socio- 
economic divisions and, more 
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broadly, in three socioeconomic re- 
gions, he explained. 

A highly significant excess of ob- 
served to expected cases was found 
among women in the lowest of the 
three groups. No socioeconomic cor- 
relation was evident for men on this 
basis, Dr. Cohart asserted. 


Better Cancer Teaching 
In Medical Schools 


Most medical schools in the coun- 
try have subscribed to a program 
of improved cancer teaching, Mur- 
ray M. Copeland, M.D., director of 
the oncology department at George- 
town University Medical Center, 
Washington, D. C., told the Public 
Health Cancer Association. 

The program of coordinated can- 
cer teaching, recommended by the 
National Advisory Cancer Council, 
is based on the premise that the 
family physician is the pivotal fig- 
ure in cancer control because he has 
the first opportunity to discover can- 
cer, Dr. Copeland reported. Medi- 
eal educators have agreed that 
medical training should offer every 
physician better opportunity to un- 
derstand the cancer problem by in- 
struction in early detection and 
treatment, he said. 

Dr. Copeland called attention to 
the disparity between the proven 
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goud results cancer treatment can 
give and the less satisfactory cancer 
statistics actually obtained. 

The work of local and national 
organizations has apparently stimu- 
lated more people to recognize can- 
cer symptoms and to seek aid 
early, he said, with reference to the 
studies of the Memorial Hospital of 
New York City on cancer diagnosis 
delays. The 1946 data showed that 
in 32 percent of the cases, patients 
were responsible for delay in diag- 
nosis ; in 1923-30 this figure was 44.3 
percent. In 1946 the physician was 
responsible for 27.8 percent of de- 
layed diagnosis, in contrast to 17 
percent in 1923-30. 


Credits Coordinator 


Dr. Copeland credited the “cancer 
coordinator” with being the one com- 
mon denominator in the various 
medical school programs and for 
gaining for cancer instruction an im- 
proved place in curriculums. One 
main objective, he noted, has been to 
give students a comprehensive con- 
cept of neoplastic diseases by in- 
tegrating cancer instruction in the 
general curriculum. 

The cancer coordinator has stimu- 
lated the internist, surgeon, patholo- 
gist, and radiologist to participate in 
cancer teaching, usually through ad- 
visory cancer committees, Dr. Cope- 
land said. He has broadened the 
concept of cancer as a disease worthy 
of special attention, urging its dis- 
tinct, but not necessarily separate, 
identification, as a public health, 
therapeutic, and research problem. 

The cancer coordinator has also in- 
fluenced many schools to achieve bet- 
ter cancer facilities and services, he 
said. Twenty schools had started 
tumor clinics, and 39 additional 
schools had expanded or improved 
their cancer clinics in 1950. Many 
have enlarged on visual education 
materials, record systems, and fol- 
low-up services. And 81 schools 
have undertaken clinical research, 
bringing the departments of medi- 
cine move actively into the cancer 
teaching program, Dr. Copeland con- 
cluded, 
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Cancer Detection Service 
Aids Preventive Medicine 


In fulfilling its main objective of 
finding cancer cases, a cancer de- 
tection center otherwise serves the 
cause of preventive medicine by dis- 
covering many other pathological 
conditions and referring them for 
treatment. 

Emerson Day, M.D., Thomas G. 
Rigney, M.D., and Dorothy Fahs 
Beck, Ph.D., of the department of 
public health and preventive medi- 
cine, Cornell University Medical 
College, drew this conclusion from 
analysis of 2,111 initial examina- 
tions of adults at the Kips Bay- 
Yorkville Cancer Detection Center. 

The project was set up by the Cor- 
nell Medical College and the New 
York City Department of Health to 
study the role of cancer detection in 
adult health services and preventive 
medicine. 

The findings revealed that 27 of 
the 2,111 examinees had cancer even 
though the group had been pre- 
screened to exclude persons with 
symptoms suggesting malignancy. 
More than half of the 27 had no 
symptoms, and were “true detec- 
tions.” 


Precaution Rewards 


Precancerous neoplasms and 
other lesions requiring care as a 
precaution against cancer contrib- 
uted an average of 14.3 diagnoses for 
each hundred examinees. Polyps of 
the colon and rectum constituted 
the largest component of the pre- 
cancerous group. 

The other pathological conditions 
found in a presumably well group 
were about nine times as numerous 
as cancer and precancerous lesions, 
and 65 per hundred of these re- 
quired medical care. 

Diagnosis of all types of condi- 
tions totaled 3,094, or an average of 
1.5 per examinee. Of these, 66 per- 
cent were not previously known to 
the patient. Forty-seven percent of 
all examinees were referred for 
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medical care. Four out of five re- 
ferrals were to private physicians. 


Diagnoses Requested 


Younger age groups sought the 
center’s services more than did the 
older, but the latter produced more 
diagnoses of all types. 

The investigators concluded that 
a cancer detection service diagnoses 
a small but individually important 
number of asymptomatic cancer 
cases and supplies the impetus for 
the study and treatment of condi- 
tions assumed to be precancerous. 
It ‘detects many other conditions 
needing attention and initiates cor- 
rective measures and early treat- 
ment by referral of all types of con- 
ditions for medical care. 


Suspect Hereditary Factors 
In Breast Cancer 


Common hereditary factors rather 
than a common environment would 
be the logical explanation of the 
fact that breast cancer occurs ap- 
proximately three times as often in 
relatives of persons who have had 
breast cancer than in relatives of 
those whose family history shows no 
mammary cancer, Madge T. Macklin, 
M.D., research associate and lec- 
turer in medicine, Department of 
Medicine, Ohio State University, told 
the Public Health Cancer Asso- 
ciation. 

This does not mean that a woman 
will have breast cancer because her 
mother or sister had it, Dr. Macklin 
went on, but if she does develop the 
disease it is more likely to be in the 
breast than in any other organ. 

A group of 272 women with breast 
cancer was interviewed, Dr, Macklin 
reported, to bring about data leading 
to these indications. Control groups 
included 200 women who matched 
age for age the cancer patients, and 
a group of 180 patients with cancer 
other than breast cancer. The study 
analyzed data obtained from familial 
histories, correspondence from liv- 
ing relatives, and death certificates 
and hospital records. 
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Laboratory and Epidemiological 


Reports From Overseas 


Reports from laboratory investi- 
gators and epidemiologists from 
widely separated areas of the 
world—Korea, Australia, Costa 
Rica, Egy pt—brought to the APHA 
meetings observations and data on 
a variety of diseases infrequently 
noted in the United States but 
always potential threats, directly 
or indirectly. 


Salmonella and Shigella 
Cause Epidemic in Korea 


In Korea for the first 5 months of 
1951, Shigella and Salmonella infec- 
tions were epidemic among the criti- 
eally ill, starved, and wounded pris- 
oners captured by United Nations 
forces late in 1950. 

Lt. Col. Lorenz E. Zimmerman, 
MC, USA, Armed Forces Institute 
of Pathology, Washington, D.C., who 
was with the 8217th Mobile Labora- 
tory in Pusan at that time, said Sal- 
monella infections produced a larger 
variety of clinical manifestations, 
and 8. paratyphi was the predomi- 
nating Salmonella type. Two dra- 
matic manifestations of salmonel- 
losis believed to be rarely, if ever, 
encountered in the United States 
were reported by Dr. Zimmerman. 


Paratyphoid Ulcers 


The first—acute perforation of 
an ileal ulcer and absence of signifi- 
eant bleeding among patients with 
paratyphoid fever—occurred in epi- 
demic proportion. Surgical explora- 
tion was performed on over 200 pa- 
tients because of signs of peritonitis 
incident to intestinal perforation. 
8. paratyphi were consistently recov- 
ered in the culture studies that were 
possible, he said. 
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Dr. Zimmerman attributed the low 
incidence of positive results partly 
to the unavailability of many surgi- 
cal specimens until 36 hours after 
operation. He found the paraty- 
phoid ulcers to have certain distinct 
clinical, bacteriological, and ana- 
tomic differences from typhoid ul- 
cers. He continued with the follow- 
ing observations: 

Many patients were symptomatic 
and ambulatory or only mildly ill 
until the time of perforation. Of 
98 with known duration of illness 
before perforation, only 31 had been 
sick for more than 6 days. About 
one-half had denied illness preced- 
ing perforation, a striking contrast 
to perforation of a typhoid ulcer, 
which usually occurs during the sec- 
ond or third week of illness. Mas- 
sive gastrointestinal hemorrhage— 
the complication most feared in ty- 
phoid fever—was conspicuously ab- 
sent. No instance of hemorrhage 
was found in over 30 autopsies on 
patients dying of peritonitis or of 
other manifestations of Salmonella 
infection. 

Preliminary investigation estab- 
lished that the perforating paraty- 


phoid ulcers, like typhoid ulcers, oc- 
curred in the lower ileum—73 per- 
cent within 30 em. of the ileocecal 
valve. Multiple ulcers were more 
common than single ulcers. On gross 
examination, paratyphoid ulcers 
were distinctive and could be differ- 
entiated from those of typhoid fever. 
They were cvoid, usually narrow, 
often slit-like, and lay transversely 
between folds of mucous membrane 
on the antimesenteric border of the 
ileum. Some were shallow, involv- 
ing only the surface mucosa, while 
others penetrated deeply, causing 
perforation. They were often more 
easily located by exploration for evi- 
dence of peritoneal action. 


Salmonella Se pticemia 


The other unexpected clinical 
manifestation of especial epidemi- 
ological significance was demon- 
strated in the cases of two patients 
who, though treated successfully for 
relapsing fever with mepharsen, suc- 
cumbed to a concurrent Salmonella 
enteritidis septicemia. Borrelia 
could not be demonstrated, but 
S. enteritidis was recovered, on au- 
topsy, from the blood, urine, bile, 
and spleen of the first, and from the 
blood and spleen of the second. The 
second case also revealed an acute 
bacterial endocarditis. 

In the great European epidemic of 
1920-22, mortality rates from Sal- 
monella septicemia in relapsing fever 
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reached 63 percent. Abcesses, gan- 
grene, chondritis, osteomyelitis, 
arthritis, and thrombophlebitis oc- 
curred in as high as 13.8 percent of 
the typhus and 3.4 percent of the re- 
lapsing fever cases. The 1937 find- 
ings of P. Y. Liu, S. H. Zia, and H. L. 
Chung showed that body lice obtained 
from patients indicated that Sal- 
monella infection should be added to 
the list of louse-borne diseases. 

It is important, Dr. Zimmerman 
felt, that the clinician recognize the 
therapeutic implications of the two 
concurrent infections since experi- 
ence in Korea has shown chloram- 
phenicol to be of value in both Sal- 
monella and Borrelia infections. 

By May 1951, most prisoners had 
been taught the basic elements 
of sanitary discipline; the mal- 
nourished had been well fed; and 
the wounded were recovering. These 
factors, combined with many others, 
brought the once serious epidemic 
under control. 





Infect Australian Rabbits 
With Myxoma Virus 


“In October 1951 I spent a night 
in a country hotel in northern Vic- 
toria and was intrigued to read a 
notice in the bar: ‘An officer of the 
Lands Department will attend at 
the stockyards on Tuesday next to 
inoculate rabbits with myxomato- 
sis. Landowners should bring 10- 
20 live rabbits.’ That sort of thing 
went on over most of Australia,” Sir 
F. MacFarlane Burnet, M.D., direc- 
tor of the Walter and Fliza Hall In- 
stitute of Research, Royal Mel- 
bourne Hospital in Victoria, Aus- 
tralia. told APHA epidemiolugists. 

Sir MacFarlane outlined the rab- 
bit’s significance to Australia before 
telling the epidemiology story of the 
dissemination of myxomatosis virus 
to effect biological control of the 
animal. 

“Our rabbit is the European spe 
cies that is found wild in England 
and is the ancestor of all the breeds 
of laboratory rabbits,” he said. In- 
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troduced by homesick colonists 
around 1860, it spread from Victoria 
and New South Wales until rabbit 
colonization of the land was com- 
pleted about 1930. Between 1 and 
2 billion rabbits flourish in all the 
settled country below the tropics, 
spreading to arid areas according 
to seasonal conditions. Ten rab- 
bits consume as much pasture as 
one sheep—a conservative estimate. 


Elimination a Necessity 


“The elimination of the rabbit 
would be by far the most effective 
single step to increase food and wool 
production,” he stressed. The rab- 
bit destroys natural vegetation in 
the marginal zone, causing wind 
erosion and sand drift. Once rab- 
bits were recognized as serious pests, 
rewards were open for ways of ex- 
terminating them. 

The Australian physician men- 
tioned Pasteur’s interest in the 1880's 
when the latter sent one of his men 
to Australia with Pasteurella cul- 
tures, but owing to the understand- 
able skepticism of government of- 
ficials he was not allowed to liberate 
the cultures. The possible use of 
myxoma virus was mentioned at 
various times, Sir MacFarlane said, 
and the first objective experiments 
dealing with Australian rabbits be- 
gan in England in 1934. Investi- 
gations were moved to Australia 
when it became apparent that myxo- 
matosis had no significant power to 
infect any other common animal. 

It took 15 years more before the 
virus was effectively liberated, he 
said, because of “the rather illogical 
aversion of health authorities to 
allow field studies of the virus in 
any but’ sparsely populated areas, 
and the failure to grasp the impor- 
tance of mosquito vectors for the 
spread of the disease.” 


Mosquitoes Are Vectors 


In prewar field tests, one on an 
island off the South Australian 
coast, another in a dry inland area, 
he reported, “mosquitoes were incon- 
spicuous or absent, and only a very 
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limited spread of the virus oc- 


curred.” 

When experiments were resumed 
in 1950, tests were made in higher 
rainfall zones in eastern Australia. 
Infection was mainly by contact, it 
was believed. Tests were made in 
the autumn, winter, and spring, but 
only a few local infections were 
observed. 

Uncertainty existed as to how the 
virus spread in nature. The Aus- 
tralians had missed Aragao’s work 
in 1942 on the natural history of 
myxomatosis in Brazil, and the real- 
ization that effective spread in Aus- 
tralia needed mosquito carriage 
came as a surprise. 

In November 1950, Sir MacFar- 
lane continued, the testing team was 
prepared to report a fruitless experi- 
ment. Then, word came in early 
December that rabbits were dying 
by hundreds along the Murray River 
flats near Balldale, where the liber- 
ations had been made. “This was 
front-page news for Australia, and 
everyone in the country was on the 
lookout for sick rabbits.” The dis- 
ease spread rapidly across New 
South Wales, reaching southern 
Queensland in 3 to 4 months—by 
the end of the Australian summer. 

Evidence pointed to Culer annuli- 
rostris as the important vector. 
According to Sir MacFarlane, this 
very common mosquito breeds in 
shallow water at the edges of 
streams and in temporarily flooded 
regions. “It has a restricted flight 
range,” he explained, “rarely mov- 
ing as far as half a mile from its 
breeding place. The cross-country 
leaps of a thousand miles in 3 
months could not have been due to 
this species, and there are a number 
of rival hypotheses to account for 
it—Aedes theobaldi, wind, human 
transport of mosquitoes in vehicles 
of one sort or another.” 


Inoculations 


Commenting on the artificial dis- 
semination of the virus, Sir Mac- 
F'arlane said: “It is hard to be sure 
that the inoculations made any sig- 
nificant difference to the result.” 
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The following summer, one with nor- 
mal rainfall, saw the development of 
Anopheles annulipes as another im- 
portant vector. 

The virus investigations of Frank 
John Fenner, M.D., and his Mel- 
bourne colleagues may have general 
epidemiological significance, the 
speaker said. Studies show that 
myxomatosis is a member of the pox 
virus group. Field observations 
confirmed that vectors of myxoma- 
tosis need not be specific. The mos- 
quito becomes infective for rabbits 
only by feeding through myxomatous 
lesions of the skin, resulting in me- 
chanical contamination of the in- 
sect’s mouth parts, and transfer to 
other rabbits is through a local lesion 
in the skin, not by injection of in- 
fected saliva into the blood. Any 
biting or sucking arthropod which 
feeds through the skin should serve. 
The role of the mosquito is merely 
that of a “flying pin,” a phrase 
coined when Dr. Fenner discovered 
he could closely parallel his findings 
with mosquitoes by using an en- 
tomological pin pricked with a 
myxoma lesion. 

“In myxomatosis, now by human 
action enzootic among Australian 
rabbits, we have a unique oppor- 
tunity to watch a ‘new’ disease,” Sir 
MacFarlane concluded. “I shall be 
surprised if the results do not event- 
ually help us greatly in understand- 
ing some aspects of the past and 
present behavior of infectious dis- 
ease in man.” 


Antibody Patterns Higher 
In Egypt Than Miami 


Most Egyptian natives develop 
poliomyelitis antibodies in infancy 
and early childhood in contrast to 
the much slower and later antibody 
development found in Miami, Fla., 
residents. 

This geographic and _ socioeco- 
nomic antibody pattern, possibly at- 
tributable to differences in living 
conditions, were reported by S. J. 
Liao, M.D., J. L. Melnick, Ph.D., and 
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Australia, Egypt, Korea 


J. R. Paul, M.D., of the section of 
preventive medicine, Yale Univer- 
sity School of Medicine. 

More than 60 percent of the in- 
fants tested in Cairo, Egypt, showed 
evidence of maternal antibody in the 
first 6 months of life, the investiga- 
tors found. They lost this evidence 
of immunity during the second 6 
months and reacquired it at the age 
of about 18 months. By age 5 most 
Cairo children had _ appreciable 
amounts of antibody. 


Similar Patterns Found 


A similar antibody pattern for po- 
liomyelitis was found in the other 
crowded and low sanitation areas of 
Havana, Cuba, and the Latin-Amer- 
ican areas in the Lower Rio Grande 
Valley of Texas, the investigators 
reported. 

Serologic tests on Miami resi- 
dents presented a different picture, 
they said. While about 40 percent 
of the newborn infants tested had 
poliomyelitis antibody, only 10 per- 
cent had reacquired the antibody at 
ages 5 to 9 years. The increase was 
slow: 50 percent had developed an- 
tibody at 5 to 9 years, and more than 
80 percent in their 20’s. 

A child of 2 years in Cairo has an 
antibody development equivalent to 
that of a 15-year-old in Miami, the 
investigators stated. 

They reported less marked differ- 


the attack 
on nutritional diseases 











ence in the Cairo and Miami anti- 
body pattern for mumps. In both 
populations the proportion of per- 
sons with positive complement fixa- 
tion tests rose rather slowly in the 
younger age groups. And in both 
areas, only 75 percent of the adult 
population was positive. This level 
of immunity to mumps was reached 
by 10 years of age in Cairo and by 
15 years in Miami, they said. 


Epidemic Hemorrhagic 
Fever Studied by Army 


Epidemic hemorrhagic fever was 
first experienced by Americans last 
year in Korea, where it is now under 
intensive Army study, commented 
Joseph E. Smadel, M.D., chief of the 
department of virus and rickettsial 
diseases, Army Medical Service 
Graduate School, Walter Reed Army 
Medical Center, Washington, D. C. 

A “place” disease—not a contagi- 
ous disease—and unknown to Korea 
prior to this time, epidemic hemor- 
rhagic fever was the subject of Jap- 
anese and Russian studies in Man- 
churia and Siberia during the last 
two decades, Dr. Smadel said in re- 
viewing the etiology and epidemi- 
ology of the disease. 

“There were approximately 1,000 
cases of this disease during 1951 and 
about 700 cases since then. Such 
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an incidence of a serious disease 
always constitutes an important 
military problem,” he stated. 

Dr. Smadel reviewed the infor- 
mation on the disease which has 
been accumulated in a brief time. 
He described the epidemic area in 
Korea as a belt extending across the 
peninsula from Seoul to the present 
main line of resistance, with sharp- 
ly defined foci in rural areas. “Most 
eases occur as isolated events, but 
small outbreaks are encountered 
which appear to result from almost 
simultaneous infection of the mem- 
bers of the group,” he said. 


Etiological Agent 


According to Dr. Smadel, both the 
Japanese and Russian scientists be- 
lieved that the etiological agent was 
maintained in nature through a cycle 
involving rodents and arthropods, 
but the two groups were inclined to 
incriminate different rodents and 
different arthropods. 

The American studies during the 
past summer produced similar opin- 
ions regarding rodents and arthro- 
pods. Their findings, however, 
pointed to trombiculid mites as the 
likely vectors, he said, adding that 
this general group of mites provides 
the vector for scrub typhus, another 
classic example of a “place” disease. 

Dr. Smadel emphasized that de- 
finitive information on the mode of 
transmitting epidemic hemorrhagic 
fever to man and the natural cycle 
of the disease in rodents and arthro- 
pods will not be obtained until the 
agent can be readily handled in the 
laboratory and used in crucial tests. 

There are many lines of investiga- 
tion which hinge upon the theoreti- 
cally simple procedure of finding a 
suitable laboratory host for the 
agent, he said. Both the Russian 
and Japanese researchers demon- 
strated that the disease agent was 
filterable and could be transmitted 
from man to man by inoculation of 
body fluids obtained during the first 
few days of the febrile illness, but 
were not able to establish and main- 
tain the agent in a common labora- 
tory animal. 
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“Since the disease was first en- 
countered among United Nations 
troops, extensive and laborious ef- 
forts have been made to find the an- 
swer to the crucial question of a 
suitable laboratory’ host,’ Dr. 
Smadel reported, adding that as yet 
these efforts were not successful. 


Wild Birds May Carry 
Encephalitis Virus 


The hypothesis that the appear- 
ance of the encephalitis virus in 
temperate regions during the sum- 
mer may be due to bird migrations, 
was presented by Sir F. MacFarlane 
Burnet, M.D., of the Walter and 
Eliza Hall Institute of Medical Re- 
search, Melbourne, Australia. 

In discussing Murray Valley en- 
cephalitis, the speaker compared 
four severe epidemics which oc- 
curred in Australia during the years 
1917, 1918, 1925, and 1951. He said 
studies indicate that the epidemics 
occurring in Australia differ only in 
detail from the epidemics of Kern 
County, Calif., and Yakima, Wash. 

“What I have in mind is the pos- 
that persistence of these 
viruses in nature is confined to 
tropical or near tropical areas where 
mosquitoes capable of transmitting 
the virus are present all year,” he 


sibility 


said. Then, he depicted a bird in 
the stage of transient viraemia 


moving toward a temperate region, 
being bitten by and thus infecting 
several mosquitoes, which a week 
later infect another migrating sus- 
ceptible bird. The second bird, con- 
tinuing its flight, develops viraemia 
a hundred miles further away from 
the tropic and initiates another fo- 
cus of infected mosquitoes. The 
presence of nesting birds in any lo- 
eality so infected would soon build 
up a high infective potential. 

“This is at present speculation, 
but it does provide a working hypo- 
thesis to account for the main fea- 
tures of the disease as seen in Aus- 
tralia, and just possibly, it may be 
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equally applicable to conditions in 
other parts of the world,” Dr. Bur- 
net said. 


Serologic Survey 


The findings of an extensive sero- 
logie survey in the epidemic area of 
the Murray-Darling River Basin led 
to Sir MacFarlane’s hypothesis. In 
the summer of 1951 a large propor- 
tion of the population, the horses, 
dogs, domestic fowl, and wild birds, 
particularly water birds, showed 
serologic evidence of encephalitis 
infection. In 1952, the virus had 
vanished from the area, the speaker 
said. 

Conditions in the area did not per- 
mit the virus to survive over winter, 
Sir MacFarlane concluded. He sur- 
mised that encephalitis “is not en- 
demic in the Murray Valley, but 
reaches it from some other region 
only when climatic and ecological 
conditions are appropriate.” 

The abnormally heavy rainfall 
over the subtropical headwaters of 
the Darling River that preceded eacb 
epidemic in the area supplied a pos- 
sible clue to the differences in the 
seasonal variations of encephalitis 
in the regions further north since the 
infection is common in_ tropical 
Australia. 

While it has not been proved that 
Murray Valley encephalitis is spread 
by mosquitoes, Sir MacFarlane said, 
circumstantial evidence implicates as 
the principal vector the QOulex an- 
nulirostris, a river bottom mosquito 
that feeds freely on water birds and 
rabbits, and indicates that wild 
birds are the main vertebrate host 
of the MVP virus. 


A Barrier Zone Required 
For Sylvan Yellow Fever 


The only hope of arresting the 
progress of sylvan yellow fever in 
Central America is to establish a 
barrier zone with effective insecti- 
cides and adequate control studies in 
a small terrain funnel between the 
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present location of the disease and 
its future zones of activity. What- 
ever the results, “we shall have 
learned much more for having made 
the effort, but if no attempt is made 
to establish this barrier zone . 

the grim mechanism will continue to 
advance unchallenged . . and we 
shall remain merely the spectators in 
a great drama of our era.” So Col. 
Norman W. Elton, MC, USA, di- 
rector of the board of health labora- 
tory, Health Bureau, Canal Zone 
Government, Ancon, C. Z., reported. 


Pattern of Progress 


Continuing his reports made 
earlier this year (one of which was 
published in the May issue of Public 
Health Reports), Colonel Elton made 
the following points: 

In Central America the current 
sylvan yellow fever wave will move 
steadily northward through Nica- 
ragua and Honduras and then north 
and west. 

To deal with the disease effec- 
tively and to prevent needless con- 
fusion, a concerted effort has been 
made to determine its progress pat- 
tern and to maintain close contact 
with its activity. The wave has pro- 
gressed approximately 13 miles per 
month although this might increase 
to 100 miles, he said, and incom- 
pletely controlled epidemic centers 
remain active up to about 2 months. 


Types of Barriers 


Open, deforested country and re- 
gions of minimal precipitation are 
barriers to the spread of yellow 
fever. The continental divide is not 
in itself a natural barrier. It was 
effective in Panama, west of the 
Canal Zone, but in Costa Rica, al- 
though higher than in Panama, it 
has been crossed in two localities. 
Further study is needed of the sig- 
nificance of rain forest continuity 
across the divide, similarities and 
differences in rainfall on the two 
sides, migrant farmers, and the vari- 
ous species of Haemagogus mosqui- 
toes other than spegazzinii falco, as 
well as other canopy mosquitoes, as 
possible vectors at higher altitudes. 
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Working Links Between Hospital, 
Private, State Laboratories 


Relationships between State pub- 
lic health laboratories and private 
and hospital laboratories were 
variously described as consulta- 
tion, reference, evaluation, regula- 
tion, stimulation during a panel 
discussion sponsored by the Con- 
ference of State and Provincial 
Public Health Laboratory Direc- 
tors. Reports were heard from 
three State laboratories, a private 
laboratory, and a hospital labora- 
tory. 


State Interest Encourages 
Private Laboratories 


State departments of health should 
supervise, evaluate, regulate, and 
stimulate the expansion of privately 
operated laboratories in order to pro- 
mote laboratory services which are 
uniformly ethical, adequate, and ac- 
curate, declared Albert Dickman, 
Ph.D., director of the Dickman Lab- 
oratories in Philadelphia, in the 
panel discussion. 





-— — 


Because of rapid and continuing 
advances in the medical sciences, he 
continued, laboratory services and 
requirements are becoming increas- 
ingly technical and complex. As an 
example he cited the 125 determina- 
tions now commonly performed by 
various Pennsylvania laboratories. 

In urging an integrated laboratory 
program which he felt would best 
serve the public interest, Dr. Dick- 
man warned that delays in stabiliz- 
ing the laboratory profession com- 
plicate an already serious situation 
and stressed the need for cooperation 
among three main laboratory 
groups. 


Three Main Groups 


First, the analytical-biochemical- 
biological laboratories, offering to 
the medical profession analytical 
services exclusively; second, the 
pathologist-directed clinico-patholog 
ical laboratories, handling custom- 
ary requests and referrals from the 
analytical laboratories and offering 
to the medical profession additional 
consultation, interpretation and diag 
nosis; and third, the public health 
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and reference laboratories, offering 
services for the indigent, analytical 
procedures beyond the scope of the 
other laboratories, and dealing pri- 
marily with the laboratory aspects 
of communicable disease and broad 
public health problems. 

Dr. Dickman felt that a clear dif- 
ferentiation of the analytical-bio- 
chemical-biological laboratories and 
the clinico-pathological laboratories 
would eliminate the obstructions 
which in the past have prevented a 
cooperative solution of many labora- 
tory problems. 

He said that during the first 10 
months of State health department 
supervision and licensing of labora- 
tories in Pennsylvania—exclusive of 
hospital, governmental, and physi- 
cians’ laboratories—many of the 
laboratories enlarged their accom- 
modations, others installed new and 
modern equipment, and many direc- 
tors attended meetings specifically 
arranged for study, discussion, and 
demonstration of modern procedures. 
Also, many were stimulated to 
initiate their own periodic evalua- 
tions of their services in anticipa- 
tion of those to follow from the 
State. 

Dr. Dickman expressed the hope 
that eventually the State depart- 
ment of health laboratory can be- 
come an educational institution for 
all the laboratories of the State, 
training suitable personnel, provid- 
ing proper evaluation of techniques, 
and assisting in obtaining materials 
and reagents of adequate purity and 
reliability. 


Consultation, Reference, 
Evaluation in California 


The working relationship between 
the State public health laboratory 
and local clinical laboratories in 
California has become one of con- 
sultation, reference, and evaluation, 
Howard L. Bodily, Ph.D., acting 
chief of the division of laboratories, 
California Department of Public 
Health, told the Conference of State 
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and Provincial Public Health Labo- 
ratory Directors. 

This relationship began in 1927, he 
said, when laboratory technicians 
began a voluntary certification pro- 
gram in cooperation with the State 
health department. The clinical 
laboratory law, passed in 1938, pro- 
vided for licensure of laboratory 
technicians and nonmedical labora- 
tory directors, or technologists, he 
continued. It prohibited perform- 
ance of laboratory tests by anyone 
except technicians, technologists, 
and physicians or surgeons licensed 
in California, and limited direction 
of laboratories to licensed technolo- 
gists and California licensed physi- 
cians and surgeons. 

The State board of health, through 
the division of laboratories of the 
health department and two advisory 
committees, administers this law. It 
was recently amended to require 4 
permit to operate a laboratory, as 
well as approval of laboratories and 
schools which train technicians, Dr. 
Bodily stated. 

In addition to the two major com- 
mittees, special committees assist in 
determining the part to be taken by 
the State public health laboratory in 
Rh determination, and in blood bank 
and similar activities, he said. 


Administrative Links 
“Making Us Friends” 


The administrative relationship 
between the bureau of laboratories 
of the Pennsylvania Department of 
Health and the hospital and private 
laboratories has “made us ac- 
quainted” and the service relation- 
ship “is making us friends,” C. J. 
Gentzkow, M.D., director of the bu- 
reau, told the panel. 

The administrative relationship 
originates in the laws and in the 
regulations issued under them, such 
as the law requiring premarital and 
prenatal serologic tests for syphilis 
(STS), said Dr. Gentzkow. Appli- 
cations of laboratories for approval 
are reviewed by the health depart- 
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ment and the Advisory Committee 
on Laboratory Procedures. If the 
application is approved, serum speci- 
mens are sent to the laboratory and 
its performance is evaluated from 
the results of the tests. Quality of 
performance is evaluated regularly. 
The value of the relationship un- 
der this act is evidenced by the gen- 
eral improvement in performance of 
the STS in approved laboratories, 
Dr. Gentzkow reported. Failures to 
turn in a satisfactory performance 
have decreased from 23 percent in 
1950 to 9 percent in 1952. “Our lab- 
oratories feel free to call on us for 
assistance at any time,” he said. 
The passage of the so-called Ana- 
lytical-Biochemical-Biological Lab- 
oratory Act in 1951 brought about 
a new administrative relationship 
between State laboratories and “cer- 
tain laboratories making examina- 
tions of materials originating in 
the human body,” Dr. Gentzkow con- 
tinued. The act makes provision for 
the department of health to investi- 
gate and inspect laboratories, to 
deny permits, and to revoke permits 
previously issued. “We are now get- 
ting acquainted with some 60-odd 
laboratories for the first time,” Dr. 
Gentzkow reported. Contacts have 
been established which will lead to 
service-type relationships. 


Service 


The second relationship is one of 
mutual service, according to Dr. 
Gentzkow. The State laboratory 
works beyond the scope of local lab- 
oratories, and in turn can refer to 
the Communicable Disease Center 
and National Institutes of Health 
laboratories of the Public Health 
Service, as well as to the various de- 
partments of the University of Penn- 
sylvania and its graduate school and 
to the Armed Forces Institute of 
Pathology. 

Technical personnel from hospital 
and private laboratories are given 
refresher training for varying pe- 
riods. Laboratory personnel from 
the entire State participated in one 
recent conference at the Pennsyl- 
vania State College, he said. 
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Laboratories throughout the State 
study reports of methodology ad- 
vances and also carry on their own 
studies. “When improvements in 
techniques or new methods have 
been studied and prove worth while, 
they are made available to all our 
laboratories,” said Dr. Gentzkow. 
Hospital and private laboratories in 
turn report anything new and 
promising that they may discover. 
“These service relationships... 
are growing. All of us are becom- 
ing increasingly aware of the fact 

. we are mutually interdepend- 
ent.” 


Comparative Proficiency 
Ratings Use Suggested 


State public health laboratories 
should function as reference labora- 
tories for private and hospital lab- 
oratories, J. V. Irons, Se.D., director 
of laboratories, Texas State Depart- 
ment of Health, told the conference 
of Laboratory Directors. 

They provide services useful in the 
prevention, recognition, and control 
of communicable diseases of public 
health importance, he noted. Near- 
ly all perform bacteriological and 
serologic tests; most offer sanitary 
bacteriology and chemistry services; 
but few offer extensive diagnostic 
services in either medical mycology 
or virology. They do not generally 
perform clinical laboratory tests, 
which are the primary concern of the 
private and hospital laboratories. 
There is a growing need, he said, for 
the State laboratories to add some 
clinical tests “to meet the challenge 
of chronic diseases and diseases of 
old age.” 

In addition, the State laboratories 
should provide opportunities for re- 
fresher or specialized training of 
qualified personnel from private and 
hospital laboratories. They can also 
inspire confidence in the work of the 
private and hospital laboratories by 
evaluation of their services. He 
recommended the use of com- 
parative proficiency ratings to 
detect deficiencies. 
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Prevention of Poliomyelitis With 
Gamma Globulin and Vaccine 


Two advances in the search for 
preventive measures against poli- 
omyelitis were reported at the 
Cleveland APHA meeting. Wil- 
liam McD. Hammon, M.D., Dr. 
P.H., professor of epidemiology of 
the University of Pittsburgh Grad- 
uate School of Public Health, gave 
preliminary results of mass gamma 
globulin trials. Howard A. Howe, 
M.D., adjunct professor of epi- 
demiology at the Johns Hopkins 
University School of Hygiene and 
Public Health, reported on use of a 
killed virus vaccine in six children. 


Report Marked Protection 
In Gamma Globulin Test 


Field tests involving some 55,000 
children in 3 epidemic areas indi- 
cates that injections of gamma glo- 
bulin containing antibodies against 
the 3 known poliomyelitis viruses 
gave marked protection that lasted 
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through the fifth week, at least, Dr. 
Hammon reported. 

The tests took place during epi- 
demic outbreaks in Provo, Utah 
(September 1951), and in Houston, 
Tex., and Sioux City, Iowa (July 
1952). The gamma globulin was 
processed from blood collected dur- 
ing World War II by the American 
National Red Cross and contained 
in approximately equal amounts 
antibodies against Brunhilde, Lan- 
sing, and Leon types. 

Preliminary findings based on clin- 
ical diagnoses were summarized by 
Dr. Hammon as follows: 

“. .. 54,772 children between the 
ages of 1 and 11 years were inocu- 
lated, one-half of them with gamma 
globulin and one-half with a solution 
of gelatin. These three field tests 
were conducted in areas that were 
experiencing severe epidemics of 
poliomyelitis. The injections were 
given to apparently normal, healthy 
children living in the area, with the 
full understanding, permission, and 
cooperation of the parents. Which 
of the two materials any one child 
had received was unknown to all— 
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children, parents, and investigators 
—until completion of a follow-up 
period considered to be adequate for 
determining a final diagnosis. 


Protection Demonstrated 


“A preliminary tabulation of re- 
sults as of October 1, 1952, shows 
that paralytic poliomyelitis had 
been diagnosed in 90 cases in the 
study groups. Analysis of these 
patients on the basis of the type of 
injection received shows that sig- 
nificant protection was conferred by 
the gamma globulin. During the 
first week after injection there was 
no significant reduction in the num- 
ber of cases in the group receiving 
gamma globulin, but the severity of 
paralysis appears to have been modi- 
fied. From the second through the 
fifth weeks highly significant pro- 
tection was demonstrated. After 
the fifth week this was less evident, 
but more definite conclusions regard- 
ing the duration of the protection 
and possible modification of disease 
should be available after a longer 
period of follow-up. Laboratory 
studies, still incomplete, should give 
information regarding the effect of 
gamma globulin on inapparent infec- 
tion and the subsequent develop- 
ment of active immunity.” 

The report—from which the above 
is taken—was read before the epi- 
demiology and laboratory sections 
on October 22. Together with two 
other papers, one giving the plan of 
controlled field tests and the results 
of the 1951 pilot study in Utah, and 
the other outlining the conduct and 
early follow-up of the 1952 Texas 
and Iowa-Nebraska studies, it was 
published in full in the Journal of 
the American Medical Association 
for October 25. 1952, pages 739-760. 


In Trial Stage 


Looking ahead, Dr. Hammon said 
that “if it is found that gamma glo- 
bulin has not interfered with inap- 
parent infection and the development 
of active immunity during the 
period of protection against clinical 
disease, this agent will have a wide 
field of usefulness, at least until a 
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more effective and equally safe 
means of prevention has been de- 
veloped.” 


“The present supply of the blood 
fraction suitable for poliomyelitis 
prevention use is extremely limited 
and completely inadequate to meet 
expected needs,” Dr. Hammon said. 
Since World War II, he pointed out, 
there has been a sharp decline in 
public blood donations. However, he 
noted, the most heartening aspect 
of the situation is the willingness 
of the public to cooperate in the solu- 
tion of a public health problem, as 
demonstrated by their participation 
in the field trials. 

Associated with Dr. Hammon in 
the conduct of the field studies and as 
co-authors of the reports were Dr. 
Lewis L. Coriell of the Camden 
(N. J.) Municipal Hospital, "Dr. 
Paul F. Wehrle of the U. S. Public 
Health Service, Dr. Christian R. 
Klimt, fellow of the Rockefeller 
Foundation, and Dr. Joseph Stokes, 
Jr., of the Children’s Hospital in 
Philadelphia and of the University 
of Pennsylvania. The work was 
supported by the National Founda- 
tion for Infantile Paralysis. 


Six Children Respond 
To Polio Vaccine 


A satisfactory antibody in humans 
to killed poliomyelitis virus was re- 
ported by Dr. Howe in an exhibit 
at the meeting. Tests of six children 
in Baltimore showed antibody levels 
to the Lansing, Leon, and Brunhilde 
viruses comparable to levels found 
in vaccinated laboratory chimpan- 
zees. 

The vaccine, prepared from for- 
malin-treated virus, is the result of 
studies over nearly 10 years on 
monkeys and chimpanzees which 
have shown conclusively that it is 
possible to immunize the animals 
against all types of the disease even 
when they are “challenged” by in- 
jection of active virus directly into 
the brain. 
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The children tested were between 
2 and 5 years of age. All are inmates 
of the Rosewood Training School, a 
Maryland state-operated institution 
for the mentally retarded. They 
were chosen for the study because 
of their isolation from most outside 
contacts and the fact that they could 
be kept under continuous observa- 
tion. Five ward mates of the chil- 
dren under study were not vacci- 
nated and served as controls. 

Written permission was obtained 
from the parents or guardian of each 
child for the studies, which were 
conducted with the cooperation of 
physicians and Officials of the Mary- 
land Department of Mental Hygiene. 

Although Dr. Howe expressed his 
satisfaction with the results of the 
tests, he cautioned that the vaccine 
used is experimental and that more 
extensive laboratory work would be 
necessary before an effective and 
practical vaccine could be made 
available for general use. 


Vany Unknowns 


There are many “unknowns” still 
to be determined, he pointed out, 
and, undoubtedly, the present vac- 
cine will undergo changes before it 
can be used on a large scale. 

Such factors as exact amounts of 
antibody necessary to immunize, the 
length of time immunization levels 
remain effective, the elimination of 
substances in the vaccine which 
might cause side reactions, and new 
methods for growing the active virus 
on a large scale must be worked out 
in the laboratory, he declared. 

The human immunization tests 
were made during the summer and 
fall of 1951. Blood samples from 
the six children were taken on June 
26, 1951, and the first dose of vac- 
cine administered by intramuscular 
injection the following day. Only a 
very small amount of vaccine was 
given. As an extra precaution, 
gamma globulin, a human blood de- 
rivative which provides a passive or 
short-term immunization and pre- 
vents paralysis by destroying active 
virus in the blood stream, was given 
at the same time. 
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Antibody Response 


Fifteen weeks later a second and 
smaller “booster” injection of the 
vaccine was given. Blood tests to 
determine the antibody response 
were made at regular intervals over 
6 months. 

Response to the Lansing and Leon 
varieties of the disease was the high- 
est, while that to the Brunhilde 
strain was poor. Nevertheless, the 
reaction of two children to the latter 
type was definite and consistent with 
the responses to the other types. 
This same finding was recorded also 
in the tests on chimpanzees, and Dr. 
Howe expressed confidence that a 
larger quantity of the vaccine would 
produce higher levels of response. 

At no time have any of the chil- 
dren shown any apparent discom- 
fort or any untoward local reaction 
to the vaccine. The children will be 
followed closely for an indefinite pe- 
riod to determine how long detect- 
able antibody will remain. The 
work was supported by the National 
Foundation for Infantile Paralysis. 


Polio Follow-Up Program 
Revised in New York 


Periodic evaluation of long-term 
follow-up of poliomyelitis patients— 
and for other similar programs—re- 
sults in more efficient and more eco- 
nomical operations and frequently 
in radical changes in focus and pro- 
cedures, reported Helen M. Wallace, 
M.D., director of the bureau for hand- 
icapped children, Patricia Heely, 
R.N., director of the bureau of nurs- 
ing, and Herbert Rich, senior statis- 
tician, all of the New York City 
Department of Health; and Mar- 
garet A. Losty, R.N., director of 
nursing service for the National 
Foundation for Infantile Paralysis. 


Follow-up Care Analysis 


They made an analysis of the fol- 
low-up care given to 1,523 poliomye- 
litis patients during 1949 in New 
York City. The program studied 
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Poliomyelitis 


had been set up in the 1940’s and 
provided for a 2-year period of home 
visiting by public health nurses. 
The plan represented an agreement 
of opinions of medical leaders in the 
field, members of the health depart- 
ment, and the voluntary nursing 
agencies. 

Analysis of the plan as it operated 
in 1949 revealed : 

1. The same amount of home 
nursing supervision was given to the 
nonparalytic, and the bulbar and 
other paralytic types of patients. 

2. The same amount of home 
nursing supervision for the period of 
follow-up was given to all patients 
regardless of their medical status 
at 3 months after onset of illness. 

3. 1,200 or 10 percent of the home 
visits were made after the patient 
had been discharged medically. 

4. Fifty-two percent of the non- 
paralytic school age children who 
might have been followed through 
the school health service were not 
seen by that service. 

5. Other examples of wasted home 
visits were the multiple visits made 
while the patient was hospitalized 
or away at school. 

6. In only 4 percent of the patients 
a subsequent or new paralysis was 
detected ; almost all of these patients 
were under continuous and compe- 
tent medical care. 

7. In one-half of the nonparalytic 
group subsequent paralysis was de- 
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tected within 3 months after onset; 
one-third of the paralytic group de- 
veloped new paralysis within 1 year 
after onset. 

8. One-half of the paralytic pa- 
tients under private medical care 
did not receive such care from a 
qualified specialist. 

9. There is evidence that 
physical therapy was continued be- 
yond the period when it is usually 
considered productive. 

Wallace and her colleagues ob- 
served that “had the data obtained 
through this study been available in 
1949, and the follow-up plan revised 
accordingly, approximately 8,350 of 
the 12,437 public health 
visits actually made by health de- 
partment nurses alone might have 
been saved and made available for 
other patients.” 


some 


nursing 


Priorities Set 

Priorities, the authors felt, must 
be established, and they suggested 
that these “would logically seem to 
be: the nonbulbar paralytic group; 
the bulbar paralytic group; and the 
nonparalytic group. Patients who 
are homebound because of paralysis 
should receive high priority. Exist- 
ing programs, such as the school 
health and child health 
should be used to their maximum for 
follow-up of patients, rather than 
superimposing another service.” 


services, 


in field and laboratory 
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As a result of this study, the fol- 
low-up program has been revised, 
Dr. Wallace reported. A guide for 
visiting has been set up. The num- 
ber and frequency of home visits 
will be based on the needs of the 
patient and his family, and will be 
determined by the public health 
nurse in consultation with the pa- 
tient’s physician. The nurse, of 
course, may call upon her supervisor 
and consultants in the field for guid- 
ance. The suggested priorities are 
established, the New York group 
said, and included is the principle of 
use of existing school health and 
child health services. It is recom- 
mended that nonparalytic patients 
generally be visited for a 3-month 
period, and paralytic patients for 1 
year. 

Wallace and colleagues reviewed, 
also, problems of referral to special- 
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ists, interchange of information be- 
tween hospitals and community nurs- 
ing services, and physical therapy. 
They pointed out that while this 
study resulted in revisions, “it 
should not be taken for granted that 
this ...is the final answer. Un- 
doubtedly, pericdic reevaluations 
will result in further modifications.” 
They reported that a similar study is 
under way concerning follow-up of 
children with cardiac handicaps. 


Polio and Rabies Viruses 
Show No Cross Immunity 


Contrary to recent news reports 
that rabies vaccination may protect 
man from poliomyelitis are the re- 
cent findings of two scientists from 
the medical research institute con- 
nected with the Michael Reese Hos- 
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pital in Chicago. In a series of three 
experiments using 200 Swiss mice. 
no evidence of cross immunity was 
found between the poliomyelitis 
virus and the rabies virus by Albert 
Milzer, M.D., and Freddie Nicholson, 
B.S. 

Dr. Milzer, chief of the microbiol- 
ogy department of the institute, re- 
ported that immune Lansing anti- 
serum failed to neutralize the rabies 
virus, and hyperimmune rabies anti- 
serum did not neutralize the Lansing 
virus. In every experiment the vac- 
cine or hyperimmune serum tested 
showed significant protection against 
homologous virus. 

The researchers warned that ra- 
bies virus has the possible hazard of 
producing allergic encephalomyelitis 
in vaccinated individuals and that 
its use should be restricted to proven 
indications. 





New Methods and Approaches 
In Laboratory Techniques 


Laboratory procedures have been made easier by the achievements of 
research bacteriologists in Baltimore, in the Public Health Service 
Communicable Disease Center, and in the Chemical Corps at Camp 


Detrick. 


The laboratory section heard reports covering recent studies on the 
re-use of streptococcus cells, population changes in Brucella cultures, 
the virulence of Corynebacterium diphtheriae, and the use of Clostrid- 
ium sporogenes to indicate sterility in laboratory instruments. 


Virulence Induced in 
Avirulent Bacilli 


Additional data on the effect of 
bacteriophage to virulence in Cory- 
nebacterium diphtheriae were re- 
ported by Elizabeth I. Parsons, 
Se.D., bacteriologist, Communicable 
Disease Center, Public Health Serv- 
ice, and Martin Frobisher, Sc.D., 
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head of the bacteriology department, 
University of Georgia. 

Reviewing literature, they noted 
that several investigators have 
shown that toxigenic strains of C. 
diptheriae from cultures of avirulent 
C. diptheriae developed from contact 
or infection with specific bacterio- 
phage, repudiating the earlier theory 
that avirulent strains never acquire 
virulence. 


Findings 

Following a description of meth- 
ods and materials used at the com- 
municable Disease Center in study- 
ing this problem, they summarized 
the findings: 

The activity of a given phage of 
some strains of diphtheria bacilli 
may be increased from 10 or 100 
up to 10,000 or even 100,000. 

Of 37 strains of avirulent C. diph- 
theriae so far tested, the change to 
virulence has been induced in only 
six, using six different bacterio- 
phages for each culture. 

Virulence may be induced in a 
given strain by one phage but not 
by another. 

Although two phages specific for, 
and propagated continuously on, 
virulent, gravis-type 0. diphtheriae 
have been among the six phages used 
in these studies, no avirulent gravis 
strain has acquired virulence as a 
result of phage action. 

The change of virulence has so far 
been induced only in _ mitislike 
strains, in spite of as many as 50 
culture-to-culture passages with some 
avirulent strains. 
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What appeared to be bacteria-free 
bacteriophage suspensions yielded 
typical virulence tests in rabbits. 
The reactions seemed to be due to 
toxin, but origin of the toxin is not 
clear. 


New Washing Method 
Permits Cell Re-use 


A procedure for reclaiming and 
reusing bacterial cells employed for 
adsorption of antibody in the pro- 
duction of streptococcus typing 
serums has been devised by Elaine 
L. Updyke, Se.D., and Elizabeth Con- 
roy, M.S., bacteriologists with the 
Communicable Disease Center, Pub- 
lie Health Service. 

The large volumes of broth cul- 
tures that must be handled to obtain 
enough streptococcus cells for the ad- 
sorption process make it advan- 


tageous to use the same cells 
repeatedly, the bacteriologists ex- 
plained. 


The packed cells are reclaimed 
after use by suspension in 4 to 5 
volumes of N/5 HC! in physiological 
saline and overnight refrigeration at 
4° to 10° C. The acid-cell suspen- 
sion is centrifuged and the cells 
washed three times in 4 to 5 volumes 
of physiological saline. The second 
saline suspension is adjusted to pH 
7.0-7.2 with N/1 NaOH. Cells re- 
ceiving this treatment have been 
satisfactory for as many as eight 
adsorptions, they reported. 


Practical Technique 


Resuspension of the tightly packed 
cells for the acid and saline washes 
is facilitated by a midget household 
electric mixer, the blade of which 
fits easily into a 50-ml. centrifuge 
tube. The mixer blade is transferred 
from tube to tube after a tap water 
rinse, and 20 specimens can be sus- 
pended in the time previously re- 
quired for 1. 

This technique, the bacteriologists 
said, has proved practical in routine 
use and was adopted without further 
study to ease the laboratory work- 
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load, It takes less time and labor 
than the growth and collection of 
fresh cells, even with a Sharpless 
centrifuge available, they found. 
Other workers, they suggested, 
may want to investigate the proce- 
dure further—to study the efficacy 
of other concentrations of HCl, of 
other acids, of alkalies, or of high 
salt concentrations, and to determine 
the optimum time of all exposures 
to acid and the length of refrigera- 
tion. Possibly, they concluded this 
technique can be adapted to other 
bacterial antigen-antibody systems. 


Better Procedures for 
Culture Recognition 


A variety of environmental condi- 
tions capable of modifying metabo- 
lite production can affect population 
changes in Brucella cultures, both 
quantitatively and qualitatively, and 
better recognition of them can assist 
in improving routine laboratory pro- 
cedures, asserted Werner Braun, 
Ph.D., and Robert J. Goodlow, Ph.D., 
of the Chemical Corps Biological 
Laboratories, Camp Detrick, Fred- 
erick, Md. 


Pertinent Data 


In reviewing the problem of sta- 
bilizing Brucella cultures, the bac- 
teriologists stressed the recognition 





of alanine and valine as two nat- 
urally produced amino acids which 
ean selectively enhance the estab- 
lishment of cells with different anti- 
genicity, immunogenicity, and vir- 
ulence. Pertinent in vitro data and 
their evaluated relationship to some 
problems of routine laboratory pro- 
cedures were outlined as follows: 

The degree of heterogeneity in 
heterogeneous cultures should be as- 
certained whenever possible and 
every effort made to start new cul- 
tures with a homogeneous inoculum, 
Colonial morphology is a helpful indi- 
eator of antigenicity and virulence. 

Cultures should be incubated as 
briefly and transfers made as infre- 
quently as possible since population 
changes are likely to occur during 
any period of growth. 

Solid media are preferable to 
liquid media for maintaining stock 
cultures. The inhibitory effects of 
metabolites and the effects upon 
population changes are far less pro- 
nounced on solid media. 

Transfers from single colonies of 
cells with the desired characteris- 
tics are preferable to mass transfers. 
Single colony isolates tend to pro- 
mote the maintenance of homoge- 
neous cultures since it is more likely 
that even a small proportion of 
mutant cells in the parent culture 
would be excluded in transfers from 
single Conversely, they 
might carry over such mutant cells, 


colonies. 


the nurse’s home visit 


a half centur 
of progress > 























thus preserving existing hetero- 
geneity by giving the cells oppor- 
tunity for further establishment. 

The recognition of the role of the 
substrate in the production of selec- 
tively inhibitory amino acids and the 
discovery that with alanine such in- 
hibition can be overcome by adding 
pentothenate indicate that appropri- 
ate modifications of the medium can 
greatly reduce the opportunity for 
population changes. 


Ultimate Goal 


The bacteriologists concluded that 
the “ultimate goal for the isolation 
of Brucella from the bloodstream 
should be a method permitting direct 
cultivation onto solid media.” They 
warned that alanine production is 
greatly enhanced in liquid media in 
the presence of immune serum, and 
that under such conditions popula- 
tion changes can occur rapidly which 
might cause erroneous identification 
of the type present in vivo. 


Search Goes on for Agent 
Of Nonspecific Urethritis 


Nonspecific urethritis and prosta- 
titis could not be related causally to 
any particular microbial agent, con- 
cluded Capt. Bernard M. Wagner, 
MC, Capt. William H. Morse, MC, 
and Col. Dwight M. Kuhns, MC, 
members of the laboratory service 
and urology section, Walter Reed 
Army Medical Center, Washington, 
D. C. 

Seeking to define an _ etiologic 
agent, to determine the role of 
pleuropneumonia-like organisms 
(PPLO), and to find the most satis- 
factory treatment method, the Army 
researchers studied nonspecific ure- 
thritis and prostatitis in 84 young 
males with a history of sexual ex- 
posure preceding the onset of acute 
conditions. 


Increase in Korea 


Nonspecific urethritis and prosta- 
titis were observed in the last war 
but have increased since the Korean 
action, especially among servicemen 
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overseas, they reported. Although 
it was once thought that nonspecific 
urethritis resulted from  inade- 
quately treated gonorrhea, the Wal- 
ter Reed studies indicated that only 
32.1 percent of the'’patients had a 
gonorrhea history. Fifty-eight per- 
cent had _ received antimicrobial 
agents for acute urethritis—gonor- 
rheal or nonspecific. 

“By far, urethritis was the out- 
standing clinical picture,” they re- 
ported. “However, 11 percent of the 
cases had signs and symptoms of a 
primary nonspecific prostatitis. In 
29 percent, urethritis and prostatitis 
were present in equally severe form.” 

The study confirmed previous find- 
ings, they announced. “We were 
unable to demonstrate an agent or 
agents which could be considered as 
etiologic in the light of present 
knowledge. While human _ strains 
of PPLO may be found in an unpre- 
dictable number of cases, they can- 
not be implicated as causal agents 
at this time.” 


Terramycin Effective 


They continued: “The almost con- 
stant parallel isolation of staphylo- 
cocci with PPLO in our study and 
others raises the question as to 
whether the PPLO might not be L 
variants of the staphylococci.” But 
the criteria for PPLO identification 
needs further investigation, they 
said. 

No relationship was apparent be- 
tween the type of organisms isolated 
and the ultimate effect of therapy, 
Capt. Wagner and his colleagues re- 
ported. Terramycin induced the 
most striking changes by effecting 
clinical response early and more 
completely than aureomycin plus a 
sharp and statistically significant re- 
duction Mm the total relapses, they 
said. The simultaneous develop- 
ment of resistance to terramycin 
when organisms were resistant to 
aureomycin has been demonstrated, 
but it is not true that clinical failure 
with one means failure with the 
other, they said. The efficacy of 
terramycin observed in nonspecific 
urethritis suggests that the drug 
acts on susceptible agents relatively 
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resistant to aureomycin, but the 
exact mechanism of its action must 
remain speculative at this time, the 
researchers concluded. 


Histoplasmosis Antigens 
Reported Isolated 


The isolation of an antigen that 
apparently is more specific for his- 
toplasmosis than the long-used his- 
toplasmin which reacts with other 
mycotie infections was reported in 
a preliminary study by Charlotte C. 
Campbell, B.S., mycologist of the 
Army Medical Service Graduate 
School, Walter Reed Army Medical 
Center, Washington, D.C. 

This antigen, Miss Campbell said, 
is produced in abundance by the 
mycelial phase of Histoplasmin cap- 
sulatum and reacts only with serums 
from histoplasma infections, but it 
does not detect very early comple- 
ment-fixing antibody. 

Another antigen isolated in the 
same study, is produced in greater 
quantity by the yeast phase of the 
organism and detects antibody in 
serums from very early cases of mild 
histoplasmosis. However, this anti- 
gen also reacts with serums from 
early cases of other mild mycotic 
infections. 

Miss Campbell emphasized the im- 
portance of using the yeast phase 
antigen to detect primary histoplas- 
mosis and use of the mycelial phase 
antigen to follow the serologic course 
of more severe cases of the disease. 


Neutral Red Reaction 
Proves Valuable 


A study of 168 freshly isolated 
acid-fast strains culturally consist- 
ent with Mycobacterium tuberculosis 
suggests that the neutral red test 
measures the virulence of mycobac- 
teria as satisfactorily as the conven- 
tional inoculation of experimental 
laboratory animals. 

The tests were evaluated by Maj. 
Warren C. Morse, MSC, Martha C. 
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Dail, and Lt. Irving Olitzky, MSC, 
in the bacteriology department of the 
Army Medical Service Graduate 
School, Walter Reed Army Medical 
Genter, Washington, D. C., and in 
the Second Army Area Medical Lab- 
oratory, Ft. George G. Meade, Md. 


Timesaver—Reduces Hazard 


They found that the use of the 
neutral red reaction effects an ap- 
preciable saving of time in the lab- 
oratory diagnosis of tuberculosis, 
taking 2 hours as compared to the 
3 to 6 weeks required for animal 
virulence studies. Furthermore, 
they found that the use of the neu- 
tral red reaction reduces the health 
hazard to laboratory personnel work- 
ing with infected animals main- 
tained for pathogenicity studies. 


Index of Sterility 
Proves Reliable 


Use of a heat-resistant, spore- 
forming organism as an indicator of 
the sterility of laboratory instru- 
ments—similar to the process can- 
ners use on experimental packs— 
was recommended by Harriette D. 
Vera, Ph.D., research bacteriologist 
of the Baltimore Biological Labora- 
tory. 

Dr. Vera suggested that a few units 
contaminated with an organism like 
Clostridium sporogenes and included 
with the other units to be sterilized 
would be a reliable index of sterility. 
“It Is possible to test large numbers 
of units of unknown contamination 
and obtain no evidence of failure,” 
she said. 


Experiment Results 


The results of a sterilization ex- 
periment on 75 test tubes of unknown 
contamination and 25 tubes deliber- 
ately contaminated with OC. sporo- 
genes were given as an example. 
The tubes, dried, stoppered, evacu- 
ated, and given a heat application of 
about 800° F. briefly at the base, 
were tested about 2 months after 
preparation. 
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No organisms were found on the 
75 test tubes of unknown contamina- 
tion. But C. sporogenes was re- 
covered from 19 of the 25 contami- 
nated tubes—proof that the steriliza- 
tion was not sufficiently effective. 
None of the 75 tubes had been con- 
taminated by chance by a resistant 
organism—but they might have been. 

“If the contaminated control tubes 
had not been included in the test, 
the heating procedure would have 
seemed satisfactory, and the results 
would have given a false sense of 
security,” stated Dr. Vera, pointing 
out that a process that kills C. sporo- 
genes will assuredly kill ‘the more 
common contaminants such as cocci 
or coliform organisms. 

Isolation of C. sporogenes from 
rolls of dental cotton after they had 
been autoclaved at 121° C. for 15 to 
30 minutes led to a series of tests 
and the use of the organism in the 
Baltimore laboratory as an indica- 
tor of sterilization efficiency. The 
cotton was being investigated for use 
as air filters on the needles of bleed- 
ing units. 


Efficiency Indicator 

A Bacillus could also be used as 
an indicator, Dr. Vera said. But a 
5-day culture of ©. sporogenes in 
dextrose-free thioglycollate broth 
ordinarily shows heavy spore pro- 
duction and is convenient for use in 
contaminating control units, she re- 


ported, It can be washed through 
the lumen of hypodermic needles 
and tubing, and can be applied to 
cotton, glassware, and other articles. 
Contaminated units are preferably 
prepared weeks or months in ad- 
vance, dried, stored, and used as 
needed. 


Reports on Antigen Tests 
For Brucella Infection 


Work on the laboratory confirma- 
tion of Brucella infection was re- 
ported by Nell Hirschberg, Ph.D., 
of the North Carolina State Labora- 
tory of Hygiene, and Mary E. Yar 
brough, Ph.D., of Meredith College at 
Raleigh. 

Results of tests using dilute phenol 
extracted antigens of Brucella, ad- 
sorbed onto collodion and onto sheep 
erythrocytes, were described in de- 
tail. Time and temperature at 
which adsorption of the 
takes place, are important factors in 
the results obtained, they said. 

Long extraction and simple con- 
centration by evaporation have not 
increased the reactivity after ad- 
sorption onto collodion. Both pro- 
cedures result in extracts unsuitable 
for use with sheep cells, they com- 
mented. All antigens prepared by 
dilute phenol extraction show a very 
low carbohydrate content by the an- 
throne reaction, 


antigen 


of progress 





milk 
pasteurization 














== PHP: 








The newer methods of treating 
tuberculosis, such as chemother- 
apy, excisional surgery, and vac- 
cination, were viewed with tem- 
pered optimism at the special 
session on tuberculosis control. 
The results so far are promising, 
the conferees were told, but as yet 
there is neither a widely specific 
cure nor effective immunization. 
Tuberculosis, they were reminded, 
is by no means a disappearing 
disease. 


Careful Evaluation Urged 
For Therapy Programs 


The current world-wide drop in 
tuberculosis mortality is a phenome- 
non that is gratifying but not wholly 
explained, Esmond R. Long, M.D., 
director of medical research for the 
National Tuberculosis Association, 
and director of the Henry Phipps 
Institute, University of Pennsylva- 
nia, stated. Dr. Long believes the 
decrease in tuberculosis mortality 
rates should supply leads for exten- 
sive social and medical research. 

Optimism of experts toward 
chemotherapy of tuberculosis, he de- 
clared, is justified by the enthusias- 
tic and massive accumulation of 
data, but he urged further unbiased 
assessment of the results of different 
methods of administration of the 
drugs. 

Other developments in tuberculo- 
sis treatment and control cited by 
Dr. Long were: (1) chest surgery to 
remove small infected segments of 
the lung; (2) advancement of meth- 
ods to limit sources of contagion; 
(3) continuous and repeated chest 
surveys with X-ray ; and (4) expand- 
ing BCG programs, particularly the 
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investigations relating to the meth- 
ods of administration of this vaccine. 

Interest in analytical evaluations 
of the BCG vaccination programs, 
which are being conducted by the 
Tuberculosis Research Office of the 
World Health Organization, was ex- 
pressed by the speaker. Also he 
hoped that WHO will investigate the 
results of oral administration of 
BCG as practiced in Latin America. 


Surgery and New Drugs 
Helping More Patients 


Newer methods of therapy offer 
assurance of recovery and freedom 
from relapse to an increasing pro- 
portion of tuberculosis patients, Har- 
old L. Israel, M.D., M.P.H., of the 
Graduate School of Medicine, Uni- 
versity of Pennsylvania, stated. 
The last half dozen years have 
brought new advances in chemo- 
therapy and excisional surgery, he 
continued, although prolonged bed 
rest is still necessary in treating 
tuberculosis. 

“The objective of treatment is no 
longer merely to abolish symptoms 
or to render the patient noninfec- 
tious; the present aim is to excise, 
whenever possible, residual lesions 
that may be responsible for relapse,” 
Dr. Israel said. 

Chemotherapy is effective, “in 
small measure or great,” in almost 
every case of tuberculosis, he stated. 
It often results in healing of minimal 
or moderately advanced tuberculosis 
and, in advanced cases, makes sur- 
gery possible. 


Surgical Risk Smail 


In excisional surgery, Dr. Israel 
said, the surgical risk is “reasonably 
small.” He added that, in the fu- 
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ture, surgery may be advised for 
small tuberculous infiltrations “as 
promptly as it is now advised for 
tumors.” Surgery should be fol- 
lowed by a 6-month period of bed 
rest and chemotherapy to insure 
healing of the smaller residuals, he 
Pointed out, urging that large scale, 
carefully controlled studies be made 
to determine the importance of bed 
rest, “the most costly and onerous 
factor in present day treatment.” 
Discharges against advice and 
case mortality rates have declined 
markedly in the last 15 years, the 
physictan reported, largely because 
of the greater receptivity of patients 
to the newer methods of treatment. 
The present aim is to go beyond 
inactivity of the disease as a criteria 
to eradication of any residuals large 
enough to cause relapse, Dr. Israel 
stated. If this is to be accomplished 
no immediate saving in time or 
money can be expected, he continued, 
but both will be well spent if obser- 
vation confirms the growing belief 
that most tuberculous patients can 
be cured, rather than patched up. 


Ohio County Coordinates 
Tuberculosis Control 


Administration of tuberculosis 
control organizations in many met- 
ropolitan areas lags behind thera- 
peutic advances, and, unfortunately, 
legislative attempts to cope with the 
problem have not always considered 
the epidemiology of the disease, re- 
ported Joseph B. Stocklen, M.D., 
Cuyahoga County, Ohio, tuberculosis 
controller; Dean Halliday, executive 
secretary of the Anti-Tuberculosis 
League of Cleveland and Cuyahoga 
County ; and Harold J. Knapp, M.D., 
Cleveland’s commissioner of health. 

The three officials cited Ohio’s 
situation as typical. Although con- 
trol is a health department responsi- 
bility, the county government is obli- 
gated to finance hospitalization and 
the health department finances case 
finding and follow-up, making stand- 
ardization of control impossible ex- 
cept by cooperative agreement. 
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Control coordination has been 
achieved in Cuyahoga County, Ohio, 
by naming the medical superintend- 
ent of the county tuberculosis hos- 
pital to the position of deputy health 
commissioner in each of the six 
health departments of the county, 
thus giving the health units con- 
tinued control responsibility for case 
finding, hospitalization, and follow- 


up. 
A Community Function 


The superintendent directs von- 
trol activities from a centrally lo- 
eated clinic in Cleveland rather than 
from the hospital. “We believe this 
is important,” Dr. Stocklen and his 
colleagues stated, “since the person- 
nel of the tuberculosis hospital, 
which often is isolated geograph- 
ically, tend to develop an insular 
attitude,” and, they added, control 
of tuberculosis is a community func- 
tion, operating inefficiently if over- 
emphasis is placed on any one phase 
of control. Tuberculosis clinics in 
the county are staffed by part- and 
full-time physicians who have had 
extensive experience in tuberculosis 
hospitals. 

The Anti-Tuberculosis League 
leads in education program and has 
supported the official control pro- 
gram whenever needed, stimulating 
the development of the county-wide 
program which culminated in the 
creation of the position of county 
tuberculosis controller in 1943. It 
is believed that this interlocking 
program with official agencies is 
unique among large city voluntary 
tuberculosis agencies in the country, 
the three leaders remarked. 

Chest X-ray surveys in the county 
have been continuous since 1943, and 
the percentage of tuberculosis cases 
found among persons X-rayed has 
decreased from 1.5 to 6 in 1949. 
From the 579 deaths and approxi- 
mately 1,500 new cases reported in 
1940, and 262 deaths and 2,165 new 
eases in 1951, it is obvious, they said, 
“that we grossly underestimated the 
number of cases of unknown tuber- 
culosis existing in the general popu- 
lation in 1940." Many cases either 
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were not known or not reported, Dr. 
Stocklen and his associates pointed 
out. 

Through the years, the many tu- 
berculosis patients needing hospital 
care locally has been a serious ob- 
stacle in achieving adequate control, 
they continued. A new addition to 
the county tuberculosis hospital has 
added 260 beds to the 850 existing 
high standard beds, but with the 
current waiting list at 258, “the 
staffing of these beds now appears 
to be a problem of the greatest mag- 
nitude,” they asserted. 


New Emergency Treatment 


They mentioned an emergency 
measure adopted in 1947 when pa- 
tients with active tuberculosis were 
admitted to the hospital for 3 days 
during which pneumoperitoneum was 
instituted and in many cases phrenic 
nerve interruption employed. Pa- 
tients then received pneumoperito- 
neum on an ambulatory basis, and 
now streptomycin and para-amino- 
salicylic acid are used with excellent 
results, they reported. 

Follow-up of 14,000 cases on the 
registers is a problem for the nursing 
divisions. Cases include all degrees 
of activity. Dr. Stocklen and his 
associates said that they are “at- 
tempting to decide whether we 
should follow cases of minimal, in- 
active tuberculosis. There is no 
question but that a small number of 
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these cases do relapse. Whether 
the number is large enough to justify 
following them remains to be an- 
swered.” 


Tuberculosis Problem 
Remains Active 


“Tuberculosis is by no means a 
disappearing disease in this coun- 
try, whether mortality or morbidity 
is the measure,” said Robert J. An- 
derson, M.D., chief, Division of 
Chronic Disease and Tuberculosis, 
Public Health Service. 

According to the latest estimates 
of the National Tuberculosis Asso- 
ciation and the Public Health Serv- 
ice, there are now 1,200,000 persons 
in this country with tuberculosis. 
A half million cases are known to 
health departments, and 250,000 of 
these are active cases. In addition, 
there are 700,000 unknown cases, of 
which 150,000 are believed to be ac- 
tive, he reported, 


Pressing Shortages 


Shortage of tuberculosis facilities 
and manpower, and problems of bud- 
get and staff are as pressing as any 
in public health, Dr. Anderson said. 
In connection with the Hill-Burton 
Hospital Construction Program, it 
has been estimated that the Nation 
needs at least 50,000 new tuberculo- 
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Others maintain that the 


sis beds. 
ratio should be 1 bed per 1,000 popu- 


lation. Despite the need, only 2,000 
new beds were added under the Hill- 
Burton program last year, he stated. 

Last year too, approximately 2,700 
tuberculosis beds went unused be- 
cause of a nurse shortage. The 
shortage of physicians is equally 
pressing. We must turn to or de- 
velop other personnel, if we are un- 
able to expand the output of our 
physicians and nurse _ training 
sources, said Dr. Anderson. Trained 
aides may substitute for profes- 
siona] nurses, but there is no sub- 
stitute for a well-trained chest phy- 
sician, he said. 

Dr. Anderson stressed the impor- 
tance of continuing to stimulate in- 
terest in tuberculosis on the part of 
younger medical men and of training 
more physicians in_ tuberculosis 
control. In one Federal Security 
Agency region, not a single State 
now has a State controller, although 
only a few years ago every State 
in that region had a full-time tu- 
berculosis control officer. 

Dr. Anderson warned against the 
relaxation of effort during recent 
years in case-finding activities. Two 
million less X-rays were taken last 
year than the year before. At the 
rate of one previously unknown 
active case per 1,000 people X-rayed, 
2,000 contagious cases were not 
found. Thus, he said, the tubercu- 
losis search must be intensified in 
population groups from which the 
disease is most difficult to dislodge— 
as among the Indians, who have a 
tuberculosis death rate 5 times as 
high as the population at large; 
among mental hospital patients 
whose death rate is 18 times higher ; 
and among the Negro group in which 
tuberculosis is responsible for every 
fifteenth death. 

Hospitalization and treatment 
must be complete, which means that 
the final stage of rehabilitation must 
not be overlooked, he summed up. 
The variation in range of rehabilita- 
tion services offered to patients is 
wide, he said. Rehabilitation is 
more a matter of philosophy of the 
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sanatorium staff than an additional, 
expensive service, he said. 

Vaccination with BCG may offer 
some protection to persons who are 
exposed to tuberculosis, but “thus 
far we possess neither a widely spe- 
cific cure nor effective immuniza- 
tion,” concluded Dr. Anderson. “We 
do know, however, the methods that 
in the past have brought us partial 
success,” he said, “and so we know 
full well what we must continue to 
do in the years to come.” 


The Older Are Hit Harder 
By Pulmonary Tuberculosis 


Could the exposure of fewer 
children to tuberculosis infection ac- 
count for the phenomenal decline in 
infectious cases among children 
under 10, asked Arthur B. Robins, 
M.D., Dr.P.H., director, bureau of 
tuberculosis, New York City Health 
Department, in his discussion of the 
age relationship of tuberculosis 
cases. 

Dr. Robins noted a_ significant 
trend in tuberculosis epidemiology 
between 1932 and 1950: The pro- 
portion of new pulmonary tubercu- 
losis cases occurring in persons over 
45 had doubled; more than 65 per- 
cent of New York City residents who 
died from the disease were over 45; 
men accounted for 85 percent of the 
deaths; mortality from all forms of 
tuberculosis in children under 10 
reached an all-time low. 

The general decrease in infection, 
evidenced in fewer communicable 
cases, their more effective isolation, 
and the increased resistance of ex- 
posed individuals resulting from im- 
proved living standards, was un- 
doubtedly a major factor in the de- 
cline of infectious cases among 
children, Dr. Robins said. 


Children Under 10 


To test the hypothesis that fewer 
children under 10 were exposed to 
tuberculosis, a study with far-reach- 
ing implications was undertaken in 
New York City households of male 














index cases. A sample of 778 cases 
was selected at random from a total 
of 3,467 men over 25 with pulmonary 
tuberculosis reported for the first 
time in 1950. Both sample and total 
were divided into broad age groups: 
those 25 to 45, and those over 45. 
The data were analyzed by age and 
race distributions; by distribution 
of index cases and associates accord- 
ing to stage of disease: by relation 
ship of associates to index cases: 
by distribution of index cases and 
associates according to household 
size; and by age distribution of 
household associates according to 
sex but exclusive of marital part- 
ners. Dr. Robins discussed the 
findings : 

Pulmonary tuberculosis in older 
men is more advanced at the time 
of discovery—56 percent of males 
over 45, compared with 40 percent 
of men 25 to 45, had far advanced 
disease at time of the report. The 
percentages were almost reversed for 
minimal and moderately advanced 
stages of tuberculosis. 


Diagnoses of Tuberculosis 
Are Major Concern 


The dependability of bacteriolog- 
ical diagnoses of tuberculosis is a 
major concern of every laboratory 
director, Mildred B. Jefferies, M.S., 
chief bacteriologist, and Albert V. 
Hardy, M.D., director, bureau of 
laboratories of the Florida State 
Board of Health, stated. 

Specimens for evaluation may de- 
teriorate significantly during distri- 
bution, they said. Variations in 
findings when widely experienced 
bacteriologists examine the same 
specimen for tuberculosis is admit- 
ted. Controls may be used in check- 
ing techniques, as in staining, but 
not in measuring the sensitivity of 
the tests, they said. 

Discussing their experience with 
71,852 specimens examined by cul- 
tures and smear methods over 4 
years, they concluded that more ef- 
fective laboratory procedures were 
becoming evident. 
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Government, Industry, Labor 


In Industrial Hygiene 


Government, industry, and labor 
all have responsibilities in develop- 
ing sound programs of industrial 
hygiene, according to the papers 
presented to the industrial hygiene 
section of APHA. A representa- 
tive of an official industrial hygiene 
agency outlined what he believes 
is government's function and indi- 
cated what is expected from indus- 
try and labor. Representatives of 
labor and industry named the serv- 
ices they need from the official 
agencies. They agreed that a high 
degree of agreement and coopera- 
tion among the three is essential. 


Government’s Function Is 
Study and Development 


Government’s primary function in 
the field of industrial hygiene is re- 
search and development, with di- 
rect services being provided by 
State agencies only when industry 
cannot assume the responsibility, 
maintained Henry N. Doyle, chief 
of the State aid branch, Division of 
Occupational Health, Public Health 
Service. 

Outlining government’s activities 
in meeting its responsibility “to 
show the way,” he noted that the 
Public Health Service’s Division of 
Occupational Health carries out a 
broad program, ranging from studies 
of health hazards resulting from oc- 
cupational exposures to various 
toxic materials to projects affecting 
the entire well-being of the worker. 
It conducts field investigations and 
demonstrations; makes laboratory 
tests and studies; gives technical 
and administrative aid to the State 
and local agencies; provides infor- 
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mational services; and maintains 
cooperative relationships with other 
agencies and activities 
with occupational health. 

State and local industrial hygiene 
agencies, which are found in 48 
States, 2 Territories, and 9 cities 
and counties, serve industry and la- 
bor and demonstrate techniques to 
help them solve their Own health 
problems. Only in a few instances, 
he pointed out, do these units have 
law enforcement powers; generally, 
they have found educational meth- 
ods to be much more effective. 


concerned 


Cooperation Expected 


“From labor we except a better 
understanding of the aims of occu- 
pational health,” he said. “We ex- 
pect labor to realize that industrial 
hygiene is preventive medicine and 
not a medical care program... . 
We seek labor’s cooperation in car- 
rying out occupational health stu- 
dies. ... We expect labor to be a 
part of the community, to demand 
minimum community’ health services 
where they do not exist.” 

He specified also that the union 
health and safety committees are of 
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invaluable assistance in solving in- 
dustrial health problems and sug 
gested that unions make better use 
of their opportunities for health 
education. 

Mr. Doyle urged that management 
cooperate in industry-wide studies, 
receive the scientific reports made 
by the official agencies with open 
minds, and develop their own occu- 
pational health programs as rapidly 
as possible. 

Above all, he said, both manage- 
ment and labor should bring indus- 
trial health problems to the atten- 
tion of the local occupational health 
unit. 

Commenting on accomplishments 
and current trends in the field, Mr. 
Doyle said: “Today, the average in- 
dustrial plant is a safer place, acci- 
dent-wise, than is the nonindustrial 
environment. The classical occupa- 
tional diseases are no longer the 
‘black plague’ of industry. We have 
seen industrial medicine progress 
from strictly an industrial trauma 
service to a real industrial health 
department.” 

He pointed out, 
despite this progress, “only 10 to 15 
percent of the working population 
have any occupational health facili- 
ties at their place of employment,” a 
situation which he attributed to the 
remissness of industry and labor 
generally in accepting the responsi- 
bility for providing industrial hy- 
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giene services themselves, and to the 
lack of adequate funds and staff to 
enable the government agencies to 
even begin to do the job. 


Better Public Agencies 
Desired by Industry 


Competent, unbiased public in- 
dustrial hygiene agencies sincerely 
trying to help industry provide better 
conditions for its workers will re- 
ceive industry’s admiration and sup- 
port, Louis E. Newman, manager of 
the health and safety services de- 
partment, General Blectric Com- 
pany, New York City, declared. 

In stating the need for public 
agencies of industrial hygiene, Mr. 
Newman said that management is 
often unaware of job environments 
that adversely affect the health, pro- 
ductivity, or morale of its workers. 
He named as examples of mass oc- 
currence of occupational diseases the 
cases of radium poisoning in the 
watch industry during World War I, 
beryllium poisoning in the fluores- 
cent lamp industry following World 
War II, and silicosis in the mining 
and foundry industries. 

Public industrial hygiene agencies 
can also serve as arbitrators through 
unbiased fact-finding and advice 
when management and employees 
differ about a hazard, he said. 


Advice and Counsel 


Industry, Mr. Newman said, needs 
advice and counsel from a competent 
public hygiene staff, but responsibil- 
ity for correcting hazards rests with 
the operating management. 

He stressed the need for recom- 
mendations that are sensible, practi- 
cal, and economical. Industry must 
make a profit to survive and unneces- 
sarily expensive control measures 
may work a hardship on a business. 

Other important service charac- 
teristics listed for public agencies 
were dispatch and brevity in giving 
reports, agreement on uniform 
standards, accurate evaluation of the 
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problem, use of language that is un- 
derstandable to the layman and is 
persuasive, and allaying of needless 
fears among employees during an 
investigation. 

The minimum unit set-up should 
have proper balance in the fields of 
medicine, engineering, and chem- 
istry, he said. Later, other more 
specialized fields, such as health- 
physics, biostatistics, and nutrition, 
can be added. 

To get needed jobs done and to 
prevent omission of large areas, Mr. 
Newman suggested that the areas of 
Federal and State responsibility be 
clearly defined. 


Study, Revision of Laws 
Suggested by Labor 


Study and revision of present stat- 
utes so as to provide a clearly defined 
and complete industrial health serv- 
ice without overlapping of Federal, 
State, and local jurisdictions was 
urged by A. J. Hayes, president of 
the International Association of 
Machinists. 

He reported that a paper is now 
being prepared by the Public Health 
Service listing various elements of 
an occupational health program. 
This, Mr. Hayes continued, should 
be of substantial assistance not only 
to legislators, but to management 
and labor alike. 

Man-days lost because of illness 
are 35 times as many as lost from 
strikes and 10 times as many as from 
industrial accidents, he said, and 
this is not only unprofitable, but 
inhumane. “We cannot be com- 
placent about ill health,” he asserted. 


A National Problem 


The problems of industrial health 
ean be dealt with more construc- 
tively if they are recognized as part 
of the national health picture, Mr. 
Hayes stated. The worker’s health 
cannot be separated from a larger 
consideration of the health of those 
around him—his wife and children, 
his neighbors, the community, and 
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the Nation. A recent study by the 
Division of Occupational Health of 
the Public Health Service showed the 
number of absences due to nonoccu- 
pational illness or injury to be 116.8 
per 1,000 for men and 256.4 for 
women, he reported. 

Health is not only an individual 
but a national concern, the speaker 
emphasized; health is part of the 
national defense. Increased produc- 
tion will be the Nation’s salvation ; 
productivity lost because of sickness 
is a serious threat to America’s de- 
fense and security, he maintained. 

Inadequacy or lack of appropria- 
tions for health agencies, overlapping 
of jurisdictions, the shortage of 
medical personnel and facilities, and 
the cost of medical care and of 
health insurance all contribute to 
the “appalling” total—4,569,000 in 
February 1949—of persons who are 
absent from work on an average 
weekday because of illness or a dis- 
abling condition, Mr. Hayes said, and 
also help to explain why many in- 
dustrial plants have not installed 
medical units. 

In closing, the speaker agreed that 
the responsibility for overcoming 
these problems is not the sole re- 
sponsibility of official health agen- 
cies, but belongs to every segment 
of society; that to accomplish the 
goal of better health services, indus- 
try must give full support and en- 
couragement to every Federal and 
State agency which is promoting 
better health. 


Connecticut Coordinates 
Worker Health Services 


An occupational health program is 
concerned with all factors which in- 
fluence the health of industrial work- 
ers, declared Stanley H. Osborn, 
M.D., and J. Howard Johnston, M.D., 
in their report on the program of the 
Connecticut State Department of 
Health. Dr. Osborn is commissioner 
of health and Dr. Johnston is di- 
rector of the department’s bureau of 
industrial hygiene. 


Public Health Reports 

















In 1928, they stated, the bureau of 
industrial hygiene was established in 
the State health department to cen- 
tralize industrial health work. This 
bureau is concerned directly with im- 
proving the environmental conditions 
in industry and with assisting in 
establishing well-organized indus- 
trial medical services. It also serves, 
they explained, as a coordinating 
unit through which services provided 
by other units of the State health 
department may be brought to the 
industrial worker. 

Emphasizing that the bureau's 
staff of physicians, nurses, chemists, 
and engineers work as a team, Drs. 
Osborn and Johnston named the pri- 
mary functions of each: Physicians 
appraise the worker’s health in terms 
of exposure to toxic substances and 
to abnormal working conditions, in- 
terpret medically the interrelation of 
the industrial and nonindustrial en- 
vironments upon the worker’s health, 
and help industry in establishing 
nonoccupational health services; 
chemists study and analyze the en- 
vironment of the worker to deter- 
mine the nature and concentration of 
toxic atmospheric contaminants; 
engineers study methods of con- 
trolling these contaminants; and 
nurses contribute to the discovery of 
occupational hazards through their 
contact with in-plant nursing serv- 
1¢ces. 


Studies of Hazards 


Investigations of occupational haz- 
ards mentioned in the report in- 
cluded determination of atmospheric 
concentrations of such materials as 
lead dust, chlorinated hydrocarbons, 
and toluol and the effect of exposure 
to the materials. In all studies of 
this type, Drs. Osborn and Johnston 
said, efforts are made to correlate 
results obtained from examination 
of body fluids with symptoms found 
among exposed workers. They noted 
also that the hazard involved in the 
use of recently developed insecti- 
cides, such as parathion, is being 
Studied by the same methods. 

Problems of radiation exposure, 
resulting from the new industrial 
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uses of radioisotopes, X-rays, and 
natural radioactive materials, are 
receiving increased attention, they 
pointed out, as are the effects of 
noise and heat in industry. 

The bureau’s services are available 
at all times upon request from labor 
or management, medical director or 
plant nurse. In addition, they said, 
routine industrial hygiene surveys 
are conducted periodically, the inter- 
val between surveys depending upon 
the hazards associated with the 
manufacturing processes. New 
plants or changes in techniques and 
processes of old plants receive im- 
mediate investigation. 

The bureau’s value can be meas- 
ured by the frequent calls for its 
services and the almost universal 
cooperation which it receives from 
industry and labor, Drs. Osborn and 
Johnston maintained. 


Rusk Committee Studies 
Health Requirements 


The reluctance of industry to em- 
ploy more women, older workers, and 
the handicapped and the widespread 
lack of in-plant health services are 
two major barriers to the complete 
utilization of the Nation’s man- 
power, asserted Seward E. Miller, 
M.D., chief of the Public Health 
Service’s Division of Occupational 


Health. These barriers are based 
principally on prejudiced and erro- 
neous impressions, he said, and an 
educational program to dispel them 
has been inaugurated by the Health 
Resources Advisory (Rusk) Com- 
mittee of the Office of Defense 
Mobilization. 

One pamphlet prepared by the 
committee, entitled “The Worker and 
His Health,” affirms that sickness 
absenteeism in industry, causing a 
loss each year of 400 to 500 million 
man-days, can be reduced by one- 
third to one-half with the establish- 
ment of in-plant health services, Dr. 
Miller reported. Three other pam- 
phlets urge the utilization of women, 
older workers, and the handicapped 
in industry by showing that job 
performance records for these groups 
compare favorably with those of 
other workers. Dr. Miller empha- 
sized that proper placement of these 
persons, considering all factors of 
special health problems, physical 
ability, and performance capability, 
enables them to perform many jobs 
successfully. 


In-Plant Health Services 


The committee has given consid- 
erable attention to methods of ex- 
tending in-plant health service, par- 
ticularly among smaller industries, 
Dr. Miller noted. Following a meet- 
ing with prominent leaders in the 
field of industrial medicine from uni- 


versities, private industry, and vol- 
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untary and official 
which reaffirmed the committee’s 
convictions that a great need exists 
for comprehensive in-plant health 
services, the committee designated a 
task force to investigate methods by 
which Government contractors 
could be induced to furnish at least 
minimal protective health services. 
Its efforts resulted in revisions to 
the Safety and Health Standards 
set up by the Department of Labor 
for the guidance of Government con- 
Standards dealing with 


organizations, 


tractors. 
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occupational health requirements 
were entirely rewritten under three 
headings: medical services, environ- 
mental conditions and personal serv- 
ices, and special sanitation services. 


Other Activities 


Since its establishment in August 
1950, other accomplishments of the 
committee have been the creation of 
the Interagency Health Resources 
Council to coordinate the activities 
of medical-health agencies; the es- 


tablishment of a_ single national 
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blood program coordinating the ef- 
forts of the Red Cross, the Armed 
Forces, and the Federal Civil De- 
fense Administration; a study of 
civil defense health problems; and a 
review of military health personnel 
needs, resulting, to date, in esti- 
mated savings to the Armed Forces 
of 40 to 50 million dollars and the 
conservation of the services of 5,- 
000 physicians for the civilian pub- 
lic. “All these activities,” Dr. Mil- 
ler stated, “either directly or indi- 
rectly, affect the industrial hy- 
gienist.” 





Methods of Administration 
In Medical Care Plans 


Administrative methods  de- 
signed to improve the quality of 
medical care were described in 
papers presented to the medical 
care section. These methods in- 
cluded: provision of medical care 
inside as well as outside the hos- 
pital, embracing both specialist 
and rehabilitation services ; control 
of prescribing practices and of pay- 
ments made to physicians under 
fee-for-service plans; and compe- 
tent supervision of health insurance 
plans. 


Regional Organizations 
Improve Health Services 


Regional organization to improve 
health services for residents in the 
area of influence of medical teaching 
centers has been stimulated by the 
need for coordinating diverse health 
services and resources. This was 
one of the major points in a progress 
report on a survey of regional plans 
now being made by Leonard §&8. 
Rosenfeld, M.D., and Ruth Wadman, 
A.B., of the Division of Public 
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Health Methods, Public Health 
Service, and Nathan Kramer, A.B.., 
Subcommittee on Medical Care, Com- 
mittee on Administrative Practice, 
APHA. 

Such regional organizations are 
designed to improve the quality and 
increase the availability and effi- 
ciency of all medical and related 
services within a community. 

Their tentative findings are based 
on a survey of five such programs 
(those of the University of Colcrado, 
Emory University, Medical College 
of Virginia, University of Buffalo, 
and the University of Kansas), and 
on a review of the published mate- 
rial on five plans still to be visited 
(Bingham Associates, Rochester Re- 
gional Hospital Council, New York 
University, University of Michigan, 
and Tulane University). 

All plans, except Bingham <Asso- 
ciates, which began in 1931, were 
launched in the 3- or 4-year period 
immediately following World War 
II, according to Dr. Rosenfeld and 
his co-workers. In eight plans the 
medical school has primary admin- 
istrative responsibility. 

In the other two, medical schools 
participate but the administrative 
responsibility is carried by another 


agency. Bingham Associates is a 


philanthropic agency governed by a 
board of trustees ; the Rochester pro- 
gram is governed by a board of direc- 
tors composed of hospital and public 
representatives. 


Community Services 


The various services include grad- 
uate and postgraduate medical edu- 
cation and regular visits by con- 
sultants to hospitals, they continued. 
Several programs include educa- 
tional and advisory services for hos- 
pital administrators and ancillary 
personnel. 

Two of the plans have developed 
services for individual patients in 
addition to clinical consultation 
given as part of medical education. 

Auxiliary services represent re- 
gional pooling of responsibilities or- 
dinarily carried on by hospitals 
individually, such as central pur- 
chasing, blood bank, accounting and 
record systems, ambulance services. 
surveys and studies, Dr. Rosenfeld 
said. 

All plans are designed to serve 
the practicing physician in the area. 
Some approach the physician di- 
rectly, others through the hospital 
staff, some through both. In three 
plans all physicians in the areas are 
eligible to participate ; in seven, hos- 
pital affiliation is a factor. 


Financial Support 


During their initial periods of op- 
eration, nine plans received support 
from philanthropic agencies. Tu- 
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lane received support from the Pub- 
lic Health Service. Buffalo and 
Kansas are also receiving support 
from their State governments. In 
all cases local financial support has 
been limited. The plans are now 
requesting financial participation by 
affiliated hospitals, voluntary agen- 
cies, and physicians. In Rochester, 
Blue Cross is contributing. From 
information accumulated thus far, it 
appears that the costs of maintain- 
ing regional services are relatively 
small when compared with the total 
‘osts of medical and hospital care 
in an area. 

There is need for continuing ex- 
perimentation, observation and eval- 
uation, the investigators concluded. 
Because of differences in area, pop- 
ulation distribution and density, in 
health needs and resources, in local 
traditions and attitudes, no single 
pattern of regional organization is 
suitable to all parts of the country, 
they said. 


12 Years of Experience 
Modify Prepay Concepts 


In discussing the early experience 
of the Associated Medical Services 
of Ontario, a Canadian prepayment 
medical care program, J. A. Han- 
nah, M.D., its managing director, 
said that the years from 1937 to 
1949 represented an organization pe- 
riod “during which many of our 
idealistic concepts were severely 
modified through experience.” 

“We believe attempts to provide 
such a service on a wholesale basis 
with insufficient experience has been, 
and will continue to be, the cause 
of failures and dissatisfaction on 
the part of both the public and the 
profession,” he stressed, in reviewing 
experience of the plan approved by 
the Ontario Medical Association. 

Accordingly, the Associated Medi- 
cal Services was organized and 
maintained as a research project. 
Dr. Hannah’s discussion was con- 
tined to a brief interpretation of spe- 
cial cost studies and to a statement 
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of the program’s income and expend- 
itures for the 12-year period. 

Dr. Hannah reported that cost 
data are accumulated on a “number 
of months service rendered” basis 
for each year, which, he said, elimi- 
nates the making of adjustments for 
additions and subtractions from 
month to month. 

Early Surplus Unlikely 

He warned that in starting any 
medical prepayment plan, “too great 
optimism over a favorabie surplus 
during the first 2-3 years is unwar- 
ranted,” adding, “on the basis of our 
experience, we are beginning to feel 
that we may expect a crisis approxi 
mately every 5 years.” 

Dr. Hannah did not list the extent 
of medical coverage, but he remarked 
that in 1937 the Associated Medical 
Services was enthusiastic about 
“complete medical service,” a concept 
which Jater was modified to check 
any trend toward insolvency. The 
first basic lesson learned, Dr. Han- 
nah said, was that whenever the 
fund’s solvency was threatened, serv- 
ices should be reduced but subscrip- 
tion rates should not be increased. 
Increasing rates retains subscribers 
who intend to make excessive use of 
their privileges but eliminates those 
who have not needed the service, he 
explained. 

The Associated Medical Services 
withdrew well-baby visits and spe- 
cial nursing care, at an early stage, 
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because they were uncontrollable un- 
der a prepayment plan and strained 
harmonious professional relation 

ships. Also, he added, it is not pos- 
sible to retain solvency on a fee- 
for-service basis if home and office 
calls are included. The cost of ad- 
ministration is equal to or greater 
than the cost of actual service, it 
was discovered, and by paying a phy 

sician directly, patients get the same 
services at less cost. It was advis- 
able to pay the larger bills which 
threatened family solvency, he said. 


Obstetrical Load Heavy 


According to Dr. Hannah, the 
plan paid out more than twice its 
expected share of obstetrical services 
because it appealed to subscribers in 
the child-bearing period. He men- 
tioned an A. M. S. plan in prepara 
tion which will enable budgeting 
against cost of childbirth and pre- 
vent unfair use of the service at the 
expense of other subscribers. 

Dr. Hannah considered coverage 
for people in later life well within 
the application of the insurance prin- 
ciple provided they have subscribed 
for “some considerable time prior to 
attaining that age.” 

One benefit from careful scrutiny 
of cost data was the observed in- 
crease in average costs. Dr. Han- 
nah said these figures indicate the 
cost for each and every months’ 
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service available, whether or not the 
subscriber sees his physician or 
enters a hospital. For example, 
among outstanding cost rises: X- 
rays doubled, rising from 5 cents 
in 1941 to 10 cents in 1949; anes- 
thesia rose from 4 cents per months’ 
service rendered in 1940 to 7 cents 
in 1949 and then increased more 
sharply; consultations stayed at 3 
cents per months’ service until the 
end of 1943, rising to 8 cents in 1947, 
and dropping to 7 cents in 1949. 


Doctors, Miners Write 
“Finest Chapter” 


The arduous, costly task of restor- 
ing men who have suffered crushed 
limbs and backs in the coal mines is 
“one of the finest chapters in the 
history of medicine,” said Warren 
F. Draper, M.D., executive medical 
officer of the United Mine Workers 
of America Welfare and Retirement 
Fund in Washington, D. C. 

In describing the UMWA medical 
care program, in operation 32% 
months as of July 1, 1952, he stated 
that thousands of crippled miners 
have been restored to usefulness and 
reemployment, and that physicians 
in their devoted and selfless treat- 
ment of these men are bringing new 
knowledge of inestimable value to 
medical science. 


UMWA Hospital Projects 


The UMWA fund has been re- 
sponsible for creating a memorial 
hospital association in Kentucky, 
Virginia, and West Virginia to con- 
struct, equip, and operate new hos- 
pitals in mining areas desperately 
needing hospital and medical care, 
Dr. Draper said. These three non- 
profit associations, organized under 
respective State laws, have built new 
hospitals to care for fund benefi- 
ciarles at Harlan, Pikeville, Hazard, 
Middlesboro, Whitesburg, and Wheel- 
wright in Kentucky; at Wise in Vir- 
ginia; and at Beckley, Logan, and 
Williamson in West Virginia. 
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Money for the memorial projects 
is provided by the UMWA Welfare 
and Retirement Fund through loans. 
The hospitals are open to members of 
the communities to the extent that 
their facilities are not needed by 
fund beneficiaries. 

The fund neither owns nor oper- 
ates hospitals but uses existing 
facilities according to convenience of 
location and willingness and ability 
to provide satisfactory service on an 
acceptable cost basis, Dr. Draper 
pointed out. Some 2,100 hospitals 
have cared for UMWA patients. 
Some 8,000 physicians have received 
payment for services. Of the com- 
bined cost of hospital and physician 
services, about two-thirds was for 
hospitals, and one-third for phy- 
sicians. 


Cost of Medical Care 


“Completed data on hospital and 
medical costs in a program the size 
of our own should be of extraordi- 
nary value in charting the course of 
the future,” he said in explanation of 
not publicizing itemized expendi- 
tures until costs have been stabi- 
lized to afford a reasonable basis for 
comparison with other plans. 

Approximately 1% million miners 
and their family dependents are po- 
tential beneficiaries of the program. 
The UMWA executive medical officer 
said that during the year ending 
June 80, 1952, 2,154,822 days of hos- 
pital and medical care were provided 
to 215,372 beneficiaries at a cost of 
$49,996,517.88. Three percent of the 
expenditures for all medical care 
benefits represented the cost of ad- 
ministration of the medical and hos- 
pital service, including 10 area offices 
which cover the coal mining regions. 


Services Provided 


Services included in the program 
are: hospital care for such time 
as necessary, medical care in the 
hospitals, specialists’ services out- 
side the hospital as necessary, and 
rehabilitation services under the 
management of physicians at special 
centers. 
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Also included are drugs adminis- 
tered to hospital in-patients; cer- 
tain expensive drugs requiring long, 
continuing use outside the hospital; 
physical examinations in connection 
with applications for prescribed cash 
benefits; and home and office care 
for severely handicapped patients 
following discharge from special re- 
habilitation centers. 

The program does not include: 
dentistry, tonsil and adenoid re- 
moval, long-term treatment for men- 
tal illness, services for which the 
employer or some other party is 
legally »sresponsible such as medical 
service in compensation cases, and 
available services which the patient 
may be entitled to receive from a 
Government agency, such as treat- 
ment for tuberculosis or mental dis- 
ease in a State or county hospital, 
or from a private organization in 
the instance of tuberculosis, infan- 
tile paralysis, or cancer. 


Baltimore City Reviews 
Prescription Practices 


Increased prescribing of official 
drugs instead of proprietary prep- 
arations may be one way to lower 
the cost of public medical care pro- 
grams, according to the findings 
from a study of prescribing practices 
in the Baltimore City medical care 
program. 

The study was made and reported 
by Frank F. Furstenberg, M.D., di- 
rector of the medical care clinic, 
Sinai Hospital, Baltimore, Md., 
Harry Goldberg, chief pharmacist at 
the hospital, Matthew Taback, M.A., 
director of the bureau of biostatis- 
tics, Baltimore City Health Depart- 
ment, and J. Wilfrid Davis, M.D., 
director of the medical care section 
of the department. 


Drug Costs 

Examination of 1,034 prescrip- 
tions, a 1-percent random sample of 
those written under the program 
between July 1950 and July 1951, 
revealed that over 55 percent were 
for proprietary drugs, the investiga- 
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tors stated. They estimated that 
an average of $16.32 per 100 pro- 
prietary prescriptions could have 
been saved if official preparations 
having identical chemical, physical, 
and therapeutic properties had been 
used instead, representing a 6-per- 
cent reduction in drug costs for that 
year. 

From the beginning of the Balti- 
more City program, drug costs have 
constituted a significant portion of 
the total budget, amounting to 30 
percent during the study year, Dr. 
Furstenberg and his associates ex- 
plained. Since the program specifies 
few prescribing restrictions, exami- 
nation of the drug problem was con- 
sidered necessary for proper admin- 
istration. 


Quality of Service 


The study also provided data 
which, they said, permits certain in- 
ferences concerning the quality of 


medical care being provided. 
Among these data were the follow- 
ing: 


Thirty-seven percent of the pre- 
scriptions were for “therapeutically 
nonacceptable” preparations, using 
as the criterion of acceptability the 
inclusion of the preparations in the 
United States Pharmacopeia, the 
National Formulary, or the Ameri- 
can Medical Association’s New and 
Nonofficial Remedies. 

Forty-four percent of the prescrip- 
tions from private practice were for 
nonacceptable preparations, but only 
slightly more than 16 percent of 
those written in the hospital were 
so classified. 


Refills 


Fourteen of the prescriptions pro- 
vided therapy for nearly a year; 31 
percent of the prescriptions for seda- 
tives, other than phenobarbital, al- 
lowed two or more refills. 

Predominant types of prescrip- 
tions were for cardiac, respiratory, 
and gastrointestinal preparations, 
the preparations being classified ac- 
cording to probable physiological ac- 
tion. Analgesics ranked fourth and 
sedatives fifth. 
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Over 50 percent of the prescrip- 
tions for insulin and allergy prep- 
arations were written in the hos- 
pital medical care clinics or out-pa- 
tient departments, whereas tonic and 
placebo prescribing was rare in these 
places. 


Limitations Recommended 


Dr. Furstenberg and his colleagues 
recommended, in view of these find- 
ings, that consideration be given to 
limiting the duration of therapy al- 
lowed on a single prescription and 
the number of refills allowed. Un- 
limited prescribing may be an impor- 
tant factor both in high drug costs 
and in questionable medical prac- 
tices, they indicated. 

They suggested that prescribing 
practices might be improved by in- 
cluding, in a public medical care 
program, education in prescription 
writing for the participating phy- 
sicians. The use of a formulary, 
they said, would effect immediate 
economies. 


Statistical Procedure 
Charts Fee Pattern 


The administrative control of pay- 
ments made to physicians on a fee- 
for-service basis can be accomplished 
by use of statistical methods, Charles 


A. Metzner, Ph.D., research asso- 
ciate, S. J. Axelrod, M.D., associate 
professor, and J. H. Sloss, M.A., re- 
search assistant, all of the bureau 
of public health economics, Univer- 
sity of Michigan School of Public 
Health, Ann Arbor, found in a study 
of a comprehensive prepayment plan. 


Payment Methods 


Expansion of medical care in- 
surance plans will likely be based on 
services embodying the fee-for-serv- 
ice method of payment, and the 
problem of control of payments to 
physicians is increasing in im- 
portance, the Michigan investigators 
stated. Financial stability of any 
medical care program demands that 
receipts exceed the expenditures, 
they said, and in a fee-for-service 
plan, unlike the automatically con- 
trolled capitation and salaried sys- 
tems, no inherent limit is set on the 
physician’s income. 

Analysis of available data showed 
abuse of services by subscribers to 
be minor, whether measured in terms 
of excessive demands for service, 
“shopping around” for physicians, 
unreasonable requests for medical 
care outside regular hours, or over- 
utilization of services. The investi- 
gators therefore concentrated their 
study on the control of abuse by 
physicians in “rendering fees.” 
Heretofore, no objective method of 
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reviewing physician-submitted bills 
for acceptability as “allowed fees” 
has been employed, they said. Re- 
viewing committees or physicians 
show personal judgments; prior 
authorization of service is cumber- 
some; proration implies inadequate 
financing. 





Billing Practices 


Data from record cards of 110,000 
members of a comprehensive fee-for- 
service medical care plan for the 
months May 1950, March 1951, and 
January 1952 were used in the study 
to determine whether there was a 
uniform billing pattern. General 
practitioners were chosen from the 
rest of the physicians as being a 
homogenous group: 108 for May 
1950, 126 for March 1951, and 131 
for January 1952. 

Using both a graphical and an 
arithmetical procedure, they found 
that there is describable uniformity 
of practices among physicians in- 
eluded in the study and that the vari- 
ation provides a basis for detecting 
unlikely departures from uniform 
patterns of practice. The unex- 
pectedly large deviations indicated 
the usefulness of this analysis for 
control purposes. Both procedures 
gave substantially the same results; 
and there was a high degree of con- 
sistency from month to month, even 
though the months were separated by 
almost a year. Over-billing was 
readily spotted by both procedures. 
For the number of physicians in the 
sample used, the calculations for 
each procedure for each month re- 
quired approximately 4 hours of 
clerical work. 

These statistical procedures are 
objective, time-saving, and effective 
administrative tools for control of 
physicians’ service plans on fee-for- 
service basis in medical care pro- 
grams, the investigators believe. 


Opinions of Physicians 
About EMIC Reported 


An analysis, unique in that it is 
apparently the only one so far re- 
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corded of the opinions of physicians 
who actually cared for emergency 
maternity and infant care patients 
in a community, was reported by 
Leona Baumgartner, M.D., assistant 
commissioner of the New York City 
Health Department; Helen M. Wal- 
lace, M.D., director, bureau of handi- 
capped children, New York City 
Department of Health; and Myron 
E. Wegman, M.D., chief of the divi- 
sion of education and training serv- 
ices, Pan American Sanitary Bureau, 
Washington, D. C. 

All 5,575 physicians actually car- 
ing for emergency maternity and 
infant care patients during World 
War II in New York City were so- 
licited for their opinions through a 
questionnaire calling for “yes”, “no”, 
or “no opinion” responses. About 50 
percent of all physicians responded, 
a group considered reasonably 
representative. 

The similarity of the data col- 
lected, and the unusually large num- 
ber of returns “make it sound to 
conclude that the study reflects rea- 
sonably accurately the opinion of all 
the physicians in the community who 
cared for EMIC patients,” the au- 
thors believe. 


Tally of Answers 


Major findings reported were: 

About 90 percent thought the pro- 
gram reached its objective of raising 
morale. 

More than 90 percent thought that 
the functioning of the plan had not 
interfered with the patient-physi- 
cian relationship. 

Of the small number who thought 
the plan had made a change in the 
patient-physician relationship, al- 
most one-fifth thought the change 
one of improvement. Pediatricians 
seemed more likely to think the re- 
lationship better. 

More than 75 percent were satis- 
fied with the procedure and general 
administration. 

More than 90 percent were satis- 
fied with the method of payment di- 
rectly to the physician. 

Less than 1 percent would have 
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preferred a cash payment to the 
patient. 

There was more positive approval 
for medical consultation by special- 
ists and for services of visiting 
nurses than for special nursing 
service. 

The greatest dissatisfaction was 
in the amount of the fee paid, par- 
ticularly the obstetric fee. 


Hospital Care Doubles 
For 65’s and Over 


Nearly twice as much general hos- 
pital care per capita as the popula- 
tion under 65 received, was received 
in 1951 by persons 65 and over, I. 8. 
Falk, Ph.D., and Agnes W. Brewster, 
respectively director and medical 
economist in the Division of Re- 
search and Statistics, Social Security 
Administration, told a joint session 
with the American Association of 
Hospital Consultants. 

In studying the insecurity which 
the aging experience from illness, 
Dr. Falk and Mrs. Brewster gathered 
information on ownership of hos- 
pitalization insurance in March 1952, 
amount of hospital care received in 
1951, and how the aged paid their 
hospital bills. Added to the March 
1952 interview questionnaire of the 
Current Population Survey were 
questions to be asked concerning 
everyone 65 and over in the 25,000 
representative households sampled. 

The researchers also collected 
fragmentary data from published 
documents and turned to Blue Cross 
and retirement plans, public assist- 
ance agencies, and other age-specific 
records for estimates and ranges 
useful as first approximations. 


Less Insurance 


Comparing survey findings with 
those from diverse insurance and 
noninsurance experiences, Dr. Falk 
and Mrs. Brewster observed : 

About 26 percent of the noninsti- 
tutional population 65 and over re- 
ported having some hospitalization 
insurance in March 1952—a contrast 
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with the 60 percent ownership among 
persons under 65. The survey con- 
firms that older persons have lagged 
far behind the general population 
in acquiring insurance protection 
against hospital costs. Among the 
older citizens insurance ownership 
is heavily concentrated in the 65 to 
69 age group, those still in the labor 
force, white persons, males, and 
urban residents. 

As in other age groups, short-term 
hospitalization predominated among 
the aging, but their relatively few 
long-term cases accounted for a 
large proportion of all days of hos- 
pital care they received. This in- 
vites review of current hospitaliza- 
tion practices and of the present use 
of general hospital beds, personnel, 
and funds for the care of long-term 
cases. 

Among persons 65 and over, the 
frequency of hospitalization and the 
amount of hospital care varies mar- 
kedly according to insured status. 
Insured persons, presumably better 
than average risks, had higher hos- 
pital admission rates but used fewer 
hospital days per 1,000 persons than 
those without insurance. The non- 
insured had fewer admissions but 
received a larger amount of hospital 
care. Thus, financial burden was 
disproportionately heavy on those 
least equipped to bear it, for the 
noninsured constitute three-fourths 
of all the aged in the surveyed 
population. 


Who Paid the Bills 


In the group of noninstitutional 
aged, 38 percent paid the hospital 
bills themselves ; 14 percent had hos- 
pital care without charges; 13 per- 
cent paid through their insurance. 
Relatives and others paid the bills 
for 12 percent. Twenty-four percent 
had to call on more than one finan- 
cial source. The insured used mul- 
tiple sources of payment in more 
than half the instances of hospital- 
ization. Among the noninsured, 55 
percent met the bill entirely by 
themselves. 

Voluntary insurance may further 
expand enrollment among the aged 
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and the comprehensiveness of pro- 
tection. But the retired status of 
large proportions of those 65 and 
over and the meager financial re- 
sources of most suggest limits be- 
yond which self-supporting volun- 
tary insurance cannot go in provid- 
ing the aged with financial security 
against hospital and other costs of 
illness. 

Prepayment and other group plans 
show hospitalization rates for their 
aging members as both higher and 
lower than those found for the whole 
aging population, emphasizing that 
geographic location and _ selection 
factors radically affect experience 
rates, and suggest that hospitaliza- 
tion rates are lower where prepay- 
ment applies to a broad spectrum of 
medical services and not merely to 
hospital care. If this observation is 
supported by further experience, it 
suggests an opportunity for future 
reduction in the cost of hospital care 
without sacrifice of adequacy. 


Saskatchewan Stabilizes 
Hospital Incomes 


A hospital payment plan that Sas- 
katchewan health officials believe 
will resolve earlier inequities has 
been devised for the hospital care 
insurance program of that Canadian 
province. 





public health 


in transition ‘ 


o holf 
Snes? — 


Reporting on the three different 
methods of payment during the 
6-year experience of the Saskatche- 
wan Hospital Services Plan were 
F. B. Roth, M.D., deputy minister, 
and F. D. Mott, M.D., formerly 
deputy minister, of the Saskatche- 
wan Department of Public Health; 
G. W. Myers, C.A., executive director 
of the Saskatchewan Hospital Serv- 
ices Plan; and L. S. Rosenfeld, M.D., 
formerly vice chairman of the 
Health Services Planning Commis- 
sion. 

The 163 public general hospitals 
and nursing homes in the program 
now get semimonthly lump sums to 
pay for the total fixed expenses 
such as depreciation, power plant 
costs, and salaries. The payments 
are slightly higher than the calcu- 
lated fixed expenses. Additional per 
diem payments covering slightly less 
than the costs that vary with oc- 
cupancy, such as food, laundry, and 
drugs, are made on receipt of indi- 
vidual accounts from the hospitals. 


Income Stabilized 


This system has stabilized hospital 
income by leveling out income fiuc- 
tuations, the officials reported. It 
has also removed incentive to over- 
crowd hospitals for the purpose of 
adding to revenues, a condition in- 
herent under a patient-day system 
of payment, they said. 

A system of payment tried dur- 


This album of illustrations serves 
to recall some of the early for- 
ward steps and key advances in 
the practice of public health 
since 


1900. Those _ incidents 


and activities presented are, of 
course, only symbolic of the 
many; definitive historical eval- 


vation 


is not implied. Next 


month in Part Il current status 
and emerging problems are out- 
lined. 
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ing the first year of the plan was 
designed to reimburse hospitals ac- 
cording to their ability to provide a 
complete service and also to stimu- 
late improvement in equipment and 
personnel, they said. Under this 
system some hospitals were making 
substantial profits, a few were break- 
ing even, but many were incurring 
deficits. 

When it became evident that there 
is no close relationship between the 
quality of service and the cost of 
providing it, this system was super- 
seded by per diem payments based 
on estimated costs, the officials 
reported. 

Under this system the in-patient 
hospital revenues fluctuated almost 
directly with seasonal variations in 
occupancy, thus creating some diff- 
culty in financing fixed expenses dur- 
ing low occupancy periods, the offi- 
cials stated. They also pointed out 
that some hospitals found inclusive 
per diem rates an incentive to over- 
crowd, because a drop in occupancy 
meant a corresponding decrease in 
revenue. 








Plan Sound and Workable 


Both the hospitals and plan offi- 
cials are pleased with the present 
method, they state, terming it “a 
sound, workable, equitable method 
of remuneration of hospitals for 
coverage under a comprehensive hos- 
pital insurance program.” 

The Saskatchewan Hospital Serv- 
ice Plan, administered by the pro- 
vincial Department of Public Health 
in consultation with representatives 
of the hospitals, makes essential hos- 
pita! care available on a free choice 
basis. It covers about 94 percent of 
the population in the province, or 
about 780,000 persons. The program 
is financed through obligatory per- 
sonal premiums, except for the in- 
digent, and through supplementary 
provincial taxation. The benefits 
include minimal or public ward ac- 
commodation and virtually the en- 
tire range of available in-patient 
service. 
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Scientific, Group, and Community 
Approaches to Obesity 


The problems relating to obesity, 
benefits to be secured through 
weight reduction by overweight in- 
dividuals, and various approaches 
to weight control were considered 
in a panel discussion before the 
food and nutrition section. Five 
of the papers presented are sum- 
marized here. Another paper deal- 
ing with the approach to weight 
control was read to a combined 
session of the food and nutrition 
and health officers section. 


Louisville’s Experience 
Up Obstacles 


The many followers of reducing 
fads and the increase in sales of 
over-the-counter obesity drugs and 
dietetic foods reveal an ignorance of 
the obesity problem as well as gen- 
eral interest in its control. 

This observation was made in re- 
porting the weight control project 
sponsored in 1951 by the Louisville, 
Ky., Nutrition Committee. Four of 
its members who presented the com- 
mittee’s findings are: John S. 
Llewellyn, M.D., Louisville Heart 
Association; Emily Bennett, B.S., 
executive director, Central Dairy 
Council; Mary M. Hurley, M.P.H., 
health educator, Louisville and Jef- 
ferson County Board of Health; and 
Mildred Neff, M.A., director, division 
of nutrition, Kentucky State Health 
Department. They reported: 

The instructors of the committee’s 
weight control classes and education 
program were faculty members of 
the University of Louisville School 
of Medicine, teachers and commun- 
ity professional workers in eco- 
nomics, nutrition, health and physi- 
cal education, and directors of in- 
surance companies. 


Points 


A physician explained the unde- 
sirable effects of rapid weight loss, 
use of unapproved drugs, and the 
fads sometimes offered in the daily 
papers. Lectures were held on topics 
including reasons for overweight, 
diet, the advantages and disadvan- 
tages of exercise, and the fallacy of 
exercise as a substitute for de 
creaséd caloric intake, and the re- 
wards for normal weight. 


Results of Program 

Encouraging was the average 
weight loss per person of those who 
attended classes during the first 3 
weeks. Seventy-seven (96.2  per- 
cent) lost weight in significant 
amounts, two maintained initial 
weight, and one gained weight. For 
this group the weight loss ranged 
between 14% and 12%, pounds for an 
average of 5 pounds per person dur- 
ing the first 3 weeks of the classes. 

At the end of 26 weeks, 19 of the 
original class were present. Of 
these, 79 percent had lost weight, 3 
persons had gained, and 1 showed 
no change. 

Attendance records were discour- 
aging, however, in spite of excellent 
publicity through all media of in- 
formation. This indicates inertia 
inherently present in the public for 
community service. More interest 
probably could be obtained by ap- 
pealing to the obese person individu- 
ally than collectively. 

Less than 1 percent of the total 
attendance of the classes were men. 
It seems advisable to offer sex-seg- 
regated classes so that men will par- 
ticipate. Overweight is less harmfu! 
to women than to men so far as 
longevity is concerned, but women 
are more inclined to correct over- 
weight than men. 

Great interest was shown in the 
graphic displays prepared by the in- 
surance companies which statisti- 
cally depicted analyses of obesity. 
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Weight Control 





The obese person must be properly 
motivated to reduce, the committee 
members emphasized. In future 
programs therefore, the psychothera- 
peutic approach is to be incorporated 
as an integral part of the classes 
in hope that results will be better. 


Obesity Is a Factor 
In Arteriosclerosis 


Deaths from arteriosclerosis occur 
earlier in the overweight than in the 
nonobese population. This one fact 
about arteriosclerosis stands out 
with clarity, Norman Jolliffe, M.D, 
director of the bureau of nutrition, 
New York City Department of 
Health, stated. 

The only advice that can now be 
offered with confidence on preven- 
tion of arteriosclerosis and related 
diseases is “never become over- 
weight, and if overweight, reduce 
and stay reduced,” Dr. Jolliffe said. 
By this means alone, he believes 
Americans could increase normal life 
expectancy by 1, 2, or perhaps even 
4 years. 

Dr. Jolliffe termed arteriosclerosis 
and the degenerative diseases as the 
health problem to be reckoned with 
in this day of an older population, 
when 90 percent of the people will 
live to and beyond the age of 45 and 
the life expectancy is 67.6. 

People are eating as much now as 
they did in 1900, he said. The daily 
ealorie consumption per person is 
still 3,100. 
working population, they should be 
eating less—2,870 calories per day. 
The for calories decreases 
about 7.5 percent for each 10 years 


As an older, less hard- 


need 


after age 25, and with easier trans- 
portation and labor-saving devices, 
less energy is being expended, he ex- 
plained. 

It has been estimated that 25 to 30 
percent of the population is over 
Jolliffe 


the desirable weight, Dr. 


said. 
Basic Principles For Reducing 

He outlined three basic principles 
that must be applied if America’s 
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number one health problem, obesity, 
is to be solved: 

First, obesity is invariably caused 
by a greater intake of calories in 
food than expenditure of calories as 
energy. This statement leaves no 
“out” for the overeater who sees 
himself as an exception to the rule. 

Second, loss of excess fat is di- 
rectly proportionate to the calorie 
deficit, which can be obtained either 
by increasing the calorie expendi- 
ture or by decreasing the calorie in- 
take. To lose 2 pounds the obese 
person must eat 1,000 calories less 
a day for a week. The equivalent 
in calorie expenditure, or exercise, 
would be 5 extra hours of walking. 

Third, the reducing diet should 
form the basis of dietary reeduca- 
tion so that proper eating habits will 
continue after the desired loss of 
weight. Skipping meals or following 
trick or rigid diets the person does 
not really understand does not estab- 
lish good dietary habits. People 
should learn food values and how to 


count calories. 


Five Research Methods 
Determine Obesity 


In a discussion on criteria of over- 
weight, John H. Browne, M.D., of the 
York State Department of 
nutrition, de- 


New 
Health’s bureau of 
scribed five research methods of de- 
termining obesity. 

With anthropometric instruments, 
take precise measurements of the 
body between designated bony land- 
marks and determine circumference 
and diameter of the trunk and ex- 
tremities. 

X-ray the leg or other parts of the 
body, cut the film along the lines of 
shadow of bone, muscle, and subcu- 
taneous tissue, and skin, and weigh 
the pieces of film; or measure the 
area of the various shadows. 

Determine the creatinine 
cient (said to be uncertain method). 

Estimate total body fat from body 
water. 


coefii- 


Determine the specific gravity of 
the body by weighing in air and 
under water; the percentage of fat 
can then be found by referring to 
tables developed by Rathbun and 
Pace. 


Practical Methods 


In everyday practice, however, 
simply looking at the patient is 
usually sufficient to determine over- 
weight, Dr. Browe_ stated. The 
scientific techniques described are 
expected to add to our knowledge of 
precise determination of overweight 
and to aid in studying groups of 
people with regard to caloric nutri- 
tional status. 

In total weight measurement, the 
amount of muscle and bone must be 
considered because of variation 
among individuals, Dr. Browe 
pointed out. By the scales, a pro- 
fessional football player may seem 
to be 30 pounds overweight, whereas 
a muscularly underdeveloped indi- 
vidual may be within the average 
for his height and still have an ex- 
cess of fat, he explained. 


Reduction in Weight 
May Lengthen Life 


Although weight reduction is not 
a panacea for all of the difficulties of 
the overweight person, it can bring 
him substantial physical, psychologi- 
eal, social, and economic benefits, 
make him look and feel better, and 
probably lengthen his life, com- 
mented Louis I. Dublin, Ph.D., sec- 
ond vice president and statistician, 
Metropolitan Life Insurance Co. 

Nevertheless, there is a “surpris- 
ing dearth of information on the 
benefits of reducing” due to difficulty 
in assembling the facts and the 
needed long-term follow-up, he stated 

A study of 25,000 men and 25,000 
women who, because of obesity, were 
charged an extra premium by his 


company revealed nothing start- 
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lingly new, he said. Mortality was 
50 percent higher among the obese 
than among “standard insurance 
risks.” However, in a special study 
of those among the overweight who 
had reduced, the death rate was 
found to be one-third lower for 
women and one-fifth lower for men 
rate for the overweight 





than the 
group, he reported. 


Diseases Among the Obese 


Diseases of the cardiovascular-re- 
nal system, diabetes, and disorders 
of the liver and biliary tract cause 
excess mortality in the obese, Dr. 
Dublin stated. Various studies have 


also shown that gallstones, gout, 
vascular complications, hyperten- 


sion, asthma, and bronchitis have a 
incidence among the over- 
The stillbirth rate 


nimeng obese women is nearly double 


higher 
weight, he noted. 


the rate among women of normal 
weight. 

Dr. Dublin 
weight may seriously handicap in- 


observed that over- 
dividuals, regardless of age or sex, 
in their personal lives, in employ- 
ment, and in social relations. <A fat 
child ridiculed by other children is 
likely to seek satisfaction in seden- 
tary recreation and in eating. 


Weight Control Groups 
Studied by Conference 


The group approach gives promise 
of achieving a program of weight 
control, but it is not the answer to 
all of the problems. 

This was the conclusion reached 
by participants in a Conference on 
the Group Approach to Weight Con- 
trol held in Washington in June 1952 
as reported by Malcolm J. Ford, M.D. 
lor. Ford is chief of the program 
branch, Division of 
and Tuberculosis 


development 
Chronic Disease 
of the Public Health Service. 

The purpose of the conference, as 
stated by Dr. Ford, was to bring to- 
gether people with experience in the 
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group approach to weight control 
and to find out the opinions they 
hold in common as well as the points 
of difference. 

The conference thought that 
weight control groups should be: 
homogenous in terms of age, back- 
ground, and degree of overweight of 
participants ; heterogenous in terms 
of personality; small in size (10 or 
12 ideal); screened to eliminate 
those not likely to benefit from the 
experience and those with severe 
psychological problems; assembled 
in short sessions not too frequently 
held (1 hour once a week, tapering 
off to once a month) ; supervised by 
medical personnel, but leader need 
not have any particular type of pro- 
fessional training. 

Some believed that group members 


should weigh in at each session. 
Others felt that this was unim- 
portant or even detrimental. Some 


thought that proper nutritional in- 
formation alone was all that people 
needed; others stressed the psycho- 
logical aspect of weight reduction. 


Factors Leading to Obesity 


Although not the primary subject 
of the conference, the factors that 
lead to obesity were discussed. The 
discussants agreed: 

Some people have special difficulty 
in hewing to a dietary line, such as 
those with certain ethnic or cultural 
food patterns. 

People with little money tend to 
buy the cheaper carbohydrates. 

Mothers after delivery fail to lose 
excess weight gained during preg- 
nancy. 

Emotional problems alone may be 
responsible for overeating. 

The conference, Dr. Ford said, 
recommended that other controlled 
studies be carried on to investigate 
the effectiveness of the group ap- 
proach as compared to the individual 
approach to weight control. First 
results from experimentation with 
were inconclusive but 
interesting. Before the method is 
nudvocated unreservedly, more scien- 
tific observations are needed to clear 


the method 


up unanswered questions, 
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Community Can Attack 
Problem of Obesity 


Obesity, a threat to health and 
life expectancy, is an important 
public health problem which the com- 
munity can attack, suggested W. P. 
Shepard, M.D., third vice president 
of the Metropolitan Life Insurance 
Co., San Francisco. 

Overweight afflicts approximately 
15 million people in the United 
States, making them especially sus- 
ceptible to heart disease, kidney dis- 
ease, apoplexy, diabetes, and other 
degenerative said, 
adding that people become interested 
in weight control as they become 
aware of the health hazard of over- 
weight. The individual’s responsi- 
bility for control of his own weight 
must be developed by a continuing 
health education program. 

Leadership for the community 
weight control program can be as- 
sumed by the major local health 
agency, health council, or officials, 
Dr. Shepard pointed out. Profes- 
sional people, aware of the _ im- 
portance of correct weight, are valu- 
In addi- 


diseases, he 


able collaborators, he said. 
tion those already interested in “re- 
ducing,” can be utilized in program 
planning. 


Arouse Public Interest 


Communities will differ in re- 
sources, leadership, and interested 
groups, said Dr. Shepard. To arouse 
public interest and to stimulate in- 
dividual responsibility, 
participating in the weight control 
program should include: health de- 
partments, heart associations, hospi- 
tals, schools, clubs, church groups, 
civic organizations, and professional 
societies of physicians, nurses, and 
home economists. Sponsored pro- 
grams can be public panel discus- 
sions, club meetings, movies on 
health subjects, symposiums and in- 
stitutes for organization members, 
group therapy, home visits by pro- 
fessional health workers, and pam- 
phlets, posters, and exhibits widely 
distributed and regularly issued. 


agencies 
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Handicapped Children 


Cooperative Group Action by 


Parents of the Handicapped 


How parents can help their 
handicapped children, what can be 
done to prevent other and unborn 
children from being handicapped, 
the various difficulties faced by the 
parents themselves—these and 
similar problems were discussed 
before diverse sections of the con- 
ference. 

Group counseling was the key- 
note. It was felt that the more in- 
formation received by the parents, 
the more counseling provided for 
understanding their own and their 
children’s problems, the better 
equipped they would be to promote 
a happier and more constructive 
life for all concerned. 


Group Discussion Enhances 
Child Health Interviews 


To the traditional individual in- 
terview procedure of the child health 
conference has been added the group 
discussion method, reported Samuel 
M. Wishik, M.D., M.P.H., profes- 
sor of maternal and child* health, 
University of Pittsburgh Graduate 
School of Public Health. He told a 
joint session with the Conference for 
Health Council Work about admin- 
istrative experimentation in 1950-51 
with the new technique at the Lillian 
Wald Child Health Station, one of 
the 80 stations operated by the New 
York City Health Department. 

Dr. Wishik believes that the indi- 
vidual approach and the group ap- 
proach can be satisfactorily com- 
bined. “It is conceivable,” he said, 
“that the group method might econ- 
omize in use of professional staff 
time. If certain common questions 
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can be answered for groups of 
mothers effectively, it might not be 
necessary to go over the same ma- 
terial separately with each mother. 
Furthermore, if certain common 
problems are put with 
mothers in general, it may make it 
possible for the professional staff 
to devote its time in the individual 
interviews to other phases of parent 
counseling.” 

Dr. Wishik admitted that in its 
early stages group discussion is an 
additional task for the professional 
staff, requiring more rather than less 
time. 

He remarked that the group 
method of idea exchange should aid 
in effective counseling because 
mothers “support and bolster” each 
other in the group and are more re- 
ceptive to changes in child-training 
when they receive “ideas from their 
peers rather than from a_profes- 
sional group.” Mothers, he said, are 
more strengthened by group discus- 
sions with other mothers in chang- 


across 


ing their practices and in substan- 
tiating of their 
about existing practices. 


some convictions 


Professional Attitudes 


The group technique may develop 
a change in staff attitudes and 
methods if the staff member can ac- 
quire from group 
habit of “listening more and of get- 
ting a more accurate impression and 
more intimate feeling of the experi- 
ences and points of view as well as 


discussion the 


problems of the mothers,” he com- 
mented. Dr. Wishik hoped that such 
an attitude would carry over into 
the individual interview relation- 
ships between the physician or nurse 
and the mothers. He indicated a 
possible of the group 


method to the private office practice 


application 


of pediatricians, 


These factors were selected by Dr. 
Wishik for successful free group 
discussion : 

1. Skill of the discussion leader 
and nature of the participation of the 
physician and nurse. 

2. Smooth functioning of gather- 
ing of mothers: avoidance of undue 
waiting time and noninterruption of 
discussion by outside factors. 

3. Appropriateness of the topics 
to the interest of the mothers. 

4. Size of the group. 

5. Personality of the participating 
mothers. 


New York Experience 


At Lillian Wald, he said, 25 min- 
utes aside on Thursday 
mornings at 10 o’clock for 12-15 
mothers to meet in a large room sep- 
arate from the waiting room and the 
children’s play area. The time 
chosen permitted parents to have 
their individual interviews in the 
preceding hour. Seats were ar- 
ranged in an informal circle. While 
no children were included, they had 
free access to their mothers from 
the play area where they were kept 
under supervision. 

Parents with similar backgrounds 
and common problems and unham- 
pered by language difficulties were 
grouped in conference periods on 
separate Thursdays according to the 
age of their youngest child. A 
spread in the children’s ages within 
each span was considered desirable 
so that the mother who had already 
met a situation, such as introducing 
the first solid foods, could relate her 


were set 


experiences, 

Sample topics for mothers with 
children from 10 to 12 months 
included : thumb sucking, colds, going 
to sleep, fear of strangers, clinging 
to parents, shoes, walking, weaning, 
bowel training, and feeding. Simi- 
larly appropriate topics were chosen 
for the other age spans: birth to 6 
weeks, 7 weeks to 3 months, 4 to 6 
months, and 7 to 9 months. 

When the regular station physi- 
cian and nurse participate in discus- 
they can interject helpful 
Wishik commented. 


sions, 


questions, Dr, 
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“Physicians and nurses repeatedly 
evidenced surprise that mothers 
raised questions which they had not 
asked in individual conferences,” he 
noted. “When the doctor recom- 
mends something different from 
what was taught several years ago, 
a mother can ask the reason for the 
change in recommendation,” giving 
him an opportunity to interpret the 
reasons for changes in teaching. 


Parents Attend Classes 
On Care of Premature 


Although the “premature pro- 
gram” is still new, it has been ex- 
tremely valuable in helping parents 
to give better care to premature 
babies, Gellestrina DiMaggio, M.N., 
and Marguerite B. Gelinas, B.S., 
M.S.S.W., told the maternal and 
child health, public education, and 
public health nursing sections of the 
American Public Health Association 
and the Conference for Health 
Council Work. 

Miss DiMaggio is administrative 
supervisor of chiidren’s service, 
Grace-New Haven Community Hos- 
pital, and clinical instructor in the 
Yale School of Nursing; Mrs. Gelinas 
is a pediatric social worker at the 
Grace-New Haven Community Hos- 
pital. 

The key part of the program, they 
said, is the monthly group meetings 
held at the hospital, when parents, 
grandparents, or others assisting in 
the care of the baby are encouraged 
to ask questions and to discuss their 
problems, 

The meetings are informal, they 
continued. The children’s ward 
resident presides and a nurse and 
social worker help in the discussion. 
The nurse tells about the nursing 
care of the baby in the premature 
nursery, unswers questions about 
his care after he is discharged, and 
encourages the parents to come in at 
any time to care for and get ac- 
guainted with their baby. The 
speaker stressed the importance of 
giving the 


the visiting nurse in 
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mother a sense of security in bridg- 
ing the gap between hospital and 
home. 


Parents’ Queries Answered 


The social worker described her 
functions, among which is the en- 
couraging of parents to bring before 
the group questions they have asked 
her. These most often concern the 
reason the baby was premature, what 
can be expected in his growth and 
development, the danger of overpro- 
tection, preparation of other children 
at home for the advent of the baby, 
effect of the parents’ feelings upon 
their care of the baby, insecurity in 
caring for a small infant, and fear 
that he may be fragile or that they 
may expect too much of him. 

Parents feel that they have ad- 
justed to their baby more easily as 
a result of these group discussions, 
they said, and the staff has learned 
a great deal, including the fact that 
more than a simple explanation 
about prematurity is needed by par- 
ents, and that the parents work 
more effectively with the hospital 
after attending meetings. 


Mentally Retarded Aided 
By Group Methods 


When one New Jersey mother ad- 
vertised a few years ago that she 
had a mentally retarded child and 
asked other mothers to phone her 
about discussing their common prob- 
sparked a remarkable 
group method, FE. Louise H. Porter, 
Ph.D., registrar at the Southbury 
Training School, Southbury, Conn., 


lem, she 


told the joint session with the Con- 
ference for Health Council Work. 
The New met, 
sought professional advice, and set 
off a chain of national, State, and 


over- 


Jersey parents 


local organizations to help 


come parental and social misunder- 
standing of mentally defective chil- 
dren, Dr. Porter noted. 

“T doubt if a better group meth- 


od exists,” she said. “It is dynamic 
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because it derives from the long- 
suppressed feelings of parents who 
always believed, though silently and 
alone, that something should be 
done. To be sure, a few parents 
never had the belief, and some par- 
ents had lost it when they were con- 
vinced that their child should be in- 
stitutionalized and forgotten. These 
organizations of parents have given 
their members faith in themselves 
and their children This whole- 
attitude engenders an_ im- 
provement in the attitude of others.” 


some 


The Children Improve 


Effects of the new parental atti- 
tude on the children themselves are 
far-reaching, she continued. 
children are enjoying the company 
of others of their own mental level 
for the first their 
Others are going out into the world 
from which they were previously 
separated by shame. Still others are 
attending classes though they had 
formerly been excluded from school 
as nonedueable. 


“Some 


time in lives. 


A few others are 
obtaining jobs because intolerance 
of slowness has given way in a few 
places. This is only the beginning.” 

The group method has spread to 
institutions too. “Previously par- 
ents traveled from many geographic 
areas to Visit their children and re- 
turned quickly to their separate 
homes,” Dr. Porter added. “Now 
they not only visit their children but 
remain to meet with other parents 
for group discussions,” 

Dr. Vorter 
through appreciation of an institu- 


commented that 


tion’s problems parents have pro- 
vided “the administration with a 
bulwark of backing when outside in- 
fluences try to alter the school’s care- 
fully 


ents drawn into these groups have a 


developed philosophy. Par- 
new purpose in life, and those whose 
children have been living in the in- 
stitution for years wish they had 
been wise enough to start discussions 
long ago. As if to compensate for 
the years they lost, many of them 
join the community groups and help 
bring understanding to other parents. 
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Group discussion is leading to ac- 
tion as parents realize their power 
as a group. Action is what the field 
of mental deficiency needs to obtain 
funds for special classes and recrea- 
tional opportunities, to convince in- 
dustry that the more capable men- 
tally deficient are good employment 
risks, and to stimulate the profes- 
sions of medicine, psychiatry, edu- 
cation, psychology, and social work 
to train their specialists for wise 
guidance of the mentally retarded 
child and his family, Dr. Porter 


stressed. 


Own Problems Solved 
By Parent Groups 


Intelligent group counseling by 
psychologists and 
workers with parents of 


palsied children helps to eliminate 


medical social 


cerebral 


Inany of the parents’ misconceptions 
about cerebral palsy and aids them 
to a fuller understanding of their 
part in their children’s development, 
said Harry V. Bice, Ph.D., consulting 
psychologist Bureau of 
Crippled Children, New Jersey State 
Department of Health. 

Such a group counseling program 


with the 


was inaugurated in New Jersey, Dr. 
Bice reported, because parents did 
not feel they received adequate in- 
formation about the complex nature 
of cerebral palsy from the profes- 
sional physicians, nurses, and thera- 
pists treating their handicapped chil- 
dren. 

Ile said many parents needed re- 
lease from emotional tensions, as 
well as pertinent information about 
their children. They frequently ex- 
pressed resentment, complaining 
either that they 
burdened with an afflicted child or 
that professional personnel were not 


were unjustly 


competently treating the child. To 
meet this dual need throughout the 
State, counseling groups were organ- 
ized which were small enough to en- 
able the counselor to know each child 
and his particular problems and to 
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Group Methods 


provide parents with an opportunity 


for self-expression, 
Subtlety in Counseling 


Nondirective group counseling 
was emphasized, with the counselor 
attempting to remain in the back- 
ground while parents discussed and 
offered their own solutions to prob- 
that presented. Even 
when it was that the 
counselor give technical information, 
he tried to draw from the parents 
their own points of view. 


lems were 


necessary 


Best results were achieved, con- 
tinued Dr. Bice, when fathers and 
mothers were not both present at the 
same meeting, for while a mother 
might speak freely of tension be- 
tween herself and her husband when 
only other mothers were present, 
she was unlikely to do so if he or 
other men were at the meeting. 
Therefore, five 
were conducted for each group, with 
a sixth and summary meeting being 
both groups. 
More women than men attended the 


separate meetings 


participated in by 
afternoon meetings, he said, and 
recommended that meetings for men 
be held at night. 

Generally, Dr. Bice concluded, the 
parents discussed candidly their feel- 
ings of embarrassment, frustration, 
and guilt toward their children and 
contributed greatly to each other in 
comparisons of disciplinary and 
training methods. 


That ‘Different’ Feeling 
Mitigated by Groups 


Four advantages of informal group 
discussions among parents of chron- 
ically ill children were outlined by 
Luigi Luzzatti, M.D., at a combined 
session of the maternal and child 
health, public health nursing, and 
public health education sections and 
the Conference for Health Council 
Work. 

Dr. Luzzatti, chief, department of 
medicine, Children’s Hospital of East 


Bay, Oakland, Calif., said that the 
discussions held in the metabolic 
clinie for parents of diabetic child- 
ren have provided the parents with 
accurate information about the dis- 
ase; have helped them overcome 
"a feeling that they or their children 
are “different” or have 
helped to release parental anxieties ; 


“alone”: 


and have provided the professional 
staff with information about the par- 
ents and children. 

Pointing out that the care of a 
child with chronic disease requires 
more than regulation of the disease, 
he maintained that there are limita- 
tions as to how much can be accom- 
plished by the one-to-one contact be- 
tween physician and parent in the 
Admitting 


this contact is useful, he expressed 


doctor's office or clinic. 


the belief that group discussions can 
significantly supplement it. 
Information and Reassurance 

Participating in the group discus- 
sions described by Dr. Luzzatti were 
the professional personnel who see 
the parents and children individual- 
ly in the clinie and one or both of the 
parents of 13 of the 20 children at 
tending the clinic. 


Discussions centered generally 
around assigned topics such as 


physiopathology of carbohydrate 
metabolism and diabetes, manage- 
ment of the diabetic child, psycho- 
adjustment to the disease, 
care. 


logical 
and economie problems of 
Many of the questions raised by par 
ents stemmed from ignorance of a 
particular aspect of the diseases ; 
others from a simple need for reas- 
surance. 

In retrospect, Dr. Luzzatti said, it 
is believed that the discussion would 
have been more valuable had more 
stress been placed on the individual 
problems and less on imparting in- 
formation on a planned basis. “We 
came to feel,” he stated, “that only 
out of an answer to their own in 
dividual problems would parents 
derive the ability to accept the con- 


dition and to reassure each other.” 
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Studies of Spread Patterns 
Of Infectious Hepatitis 


Observations on infectious hepa: 
titis in a Baltimore housing project 
suggest the use of gamma globulin 
to stop an outbreak. Further ob- 
servations in Philadelphia confirm 
data indicating the fecal-oral type 
of spread of the agent. In Na- 
tional Microbiological Institute in- 
vestigations, heat of 60° C. fails to 
sterilize plasma infected with the 
agent of homologous serum hepa- 
titis. 

One of these studies was pre- 
sented to the epidemiology section 
and the other two to the joint ses- 
sion of that section with the lab- 


oratory section. 


Radial Pattern Revealed 
In Hepatitis Outbreak 


The nearer a person lives to a 
home affected by infectious hepa- 
titis, the greater is his risk of con- 
tracting the illness. 

This was the opinion expressed by 
Abraham Lilienfeld, M.D., Irwin 
sross, Ph.D., and Philip E. Sartwell, 
M.D., of the departments of epidemi- 
ology and biostatistics, Johns Hop- 
kins University School of Hygiene 
and Public Health. 


Focus of Infection 


Basing their conclusions on an in- 
tensive 2-month study of an outbreak 
of infectious hepatitis in a Baltimore 
housing project in 1951, the authors 
stated that the disease seemed to 
spread from a focus near the center 
of the project in a radial pattern 
often seen in outbreaks of poliomye- 
litis or measles, 


The Baltimore City Hospitals, 
located near the project of row 
130 


houses, alerted the city health de- 
partment to the outbreak in July 
1951. Approximately 30 cases were 
reported from April through Septem- 
ber although reporting of jaundice 
was not required. The study was 
initiated to determine the number of 
cases and the distribution according 
to various characteristics of the in- 
dustrial population. 


Method of Attack 


Interviews with residents and 
their physicians established that 
there had been 117 mild cases of in- 
fectious hepatitis among the 3,970 
residents during the year prior to 
the study. Eight cases without 
jaundice were not included in the 
study. The general attack rate was 
2.9 percent, the highest occurring in 
the 5-14 age group. Females had a 
higher attack rate than males. 

Examination of school attendance 
records, income status, duration of 
residence in the city and in the proj- 
ect, and the history of parenteral 
injections did not implicate these 
factors in the outbreak. In fact, 
newcomers to the project had a lower 
attack rate than others, contrary to 
the observations made on military 
populations. 

During the outbreak, gamma glo- 
bulin was offered to some of the per- 
sons of the affected households. The 
total secondary attack rate for those 
not receiving gamma globulin was 
8.8 percent, which is considerably 
lower than the secondary attack rate 
reported in other outbreaks. The 
attack rate among those who re- 
ceived the globulin was 1.4 percent. 

The expected seasonal 
was observed in the summer months 
with a decided increase oecurring in 
the early autumn. Because of the 
pattern of distribution, the authors 
determined that the disease was 
transmitted by the fecal-oral route. 


decrease 
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The observed pattern might be 
utilized as a basis for applying 
gamma giobulin in civilian popula- 
tions to stop an outbreak, the au- 
thors suggested. “In institutional 
outbreaks it is feasible to administer 
gamma globulin to all the inmates. 
Although this is impossible in civil- 
ian life, it would be feasible to ad- 
minister gamma globulin to members 
of the households which are in close 
proximity to an already affected one 
since their risk appears to be greater 
than average.” 


Hepatitis Transmission 
Via Fecal-Oral Route 


The failure of nurses in a Chicago 
orphanage to properly wash their 
hands after each change of infant 
diapers was a major source of infec- 
tious hepatitis in one of the classic 
institutional outbreaks. 

Most of the essential epidemio- 
logical points gleaned from that out- 
break were discussed by Joseph 
Stokes, Jr., M.D., professor of pedi- 
atrics of the School of Medicine of 
the University of Pennsylvania. In 
outlining the epidemic, which peinted 
to the fecal-oral route of transmis- 
tion, he reported the following: 

Peculiarly, the disease seemed to 
appear only in new student nurses 
shortly after they began their train- 
ing and did not seem to appear in the 
children or other adults at the in- 
stitution. The knowledge of the 
presence of the disease there since 
1942, and the fact that new interns 
also had begun to contract the dis- 
ease, began by 1948 to deter new in- 
terns and nurses from applying for 
admission. 


Gamma Globulin Injected 


After November 7, 1948, gamma 
globulin was injected as a palliative 
and diagnostic measure into all new 
student nurses upon admission. Just 
prior to that date, 42 of 144 incom- 
ing students had developed jaundice 
soon after admission. In the 36 
nurses who received the gamma glo- 
bulin injections no jaundice de- 
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Infectious Hepatitis 





veloped for the succeeding 10 
months. One exception was noted— 
a nurse who received her globulin 2 
days prior to onset, a fact which con- 
firmed the continuing endemic na- 
ture of the disease. 

Skin tests for the presence of virus 
in the stools of certain children were 
conducted and evaluated. An evalu- 
ation of orphanage personnel, a 
tracing of possible sources, and he- 
patie function tests on key children 
and adults were made. 

The liver function tests pointed to 
the fourth and fifth floors as the 
locale of the diseased children—over 
80 percent of the student nurses who 
developed jaundice during the period 
from January 1, 1946, to November 
7, 1949, had done so within 3 weeks 
of entering or of leaving the fourth 
and fifth floors. None of the mothers 
contracted the disease even though 
they were exposed to contact with 
the student nurses and ate and drank 
the same food and water. 

The gamma globulin injections 
were halted on September 1, 1949, 
at which time 20 new nurses were 
admitted, 9 of whom developed 
hepatitis. 

By use of volunteers, the presence 
of active cases of hepatitis A or 
of intestinal carriers was demon- 
strated by testing stool preparations 
from two children who had symp- 
toms and positive liver function 
tests. 


Hand Washing Effective 


Following careful instructions on 
hand-washing techniques, no jaun- 
dice has occurred even in the absence 
of gamma globulin since December 
1949 to the present time. 

The outbreak supports other data 
indicating hepatitis A has a fecal- 
oral type of spread and does not ap- 
pear to spread by nasopharyngeal 
secretions. 
transmission would have brought the 
disease to at least one of the mothers 
in the Chicago orphanage, and the 
simple improvement in the clean- 
liness of nurses would not have 
stopped the disease if it had a re- 
spiratory route of spread from child 
to nurse. 
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A respiratory route of * 


The incubation period of epi- 
demics of this disease is from 20 to 
35 days but may be increased by 
attenuation of, or decrease in the 
number of, viral bodies in the infec- 
tive material. 


Immunity Attained 


Individuals can be chronically ac- 
tive cases and carry the virus in 
their stools. Gamma globulin, ad- 
ministered at least 7 days prior to 
expected onset, is effective, at least 
as a temporary protective agent, in 
doses as small as .01 ml. per pound 
body weight. There is the suggestion 
that passive immunity can be 
changed to passive-active immunity 
if the individual continues at risk 
during waning passive immunity. 

It appears best to have experience 
with the virus at an early age since 
jaundice is rare in hepatitis cases 
in the youngest age groups. Re- 
cently developed skin tests suggest 
that the hepatitis A virus, like 
measles Or mumps viruses, may be 
of uniform antigenic properties 
which produce permanent immunity. 


Virus of Serum Hepatitis 
Survives Heat 


Plasma infected with the agent of 
homologous serum hepatitis retains 
its ability to produce jaundice even 
after being heated at 60° C. for 4 
hours, reported five researchers in 
the laboratory of biologics control, 
National Microbiological Institute, 
National Institutes of Health, Pub- 
lic Health Service. 

The study from which this con- 
clusion was made was described by 
Roderick Murray, M.D., William 
C. L. Diefenbach, M.D., Frank Rat- 
ner, M.D., and Nicholas C. Leone, 
M.D. It is one of several being 
conducted to determine the effective- 
ness of existing and proposed meth- 
ods of sterilizing blood and blood 
products. 


Volunteers Inoculated 


According to the investigators’ 
statements, the study involved the 


inoculation of three groups of vol- 
unteers with samples from a pool 
of infected plasma: one group of 10 
men was inoculated with 1.0 mil. of 
plasma which had been heated for 
2 hours; a second group of the same 
humber, with 1.0 ml. of plasma which 
had been treated for 4 hours; and 
a third group of 5 men, with 1.0 ml. 
of plasma which had remained at 
room temperature. The heating had 
been accomplished by suspending 
10-ml. bottles containing 7 ml. of in- 
fected material in ‘a water bath, with 
each bottle completely immersed. 
The water was constantly agitated 
and the temperature maintained at 
about 60° C. 

Dr. Murray and his associates 
stated that three cases of frank 
jaundice and one showing clinical 
signs and symptoms of hepatitis but 
with no visible jaundice occurred in 
the group inoculated with plasma 
heated for 2 hours; three cases of 
frank jaundice and two cases show- 


ing abnormal laboratory findings 
occurred in the group which had 


received the plasma heated for 4 
hours: and one case of frank hepa- 
titis occurred in the group which 
had received the control material. 


Health Hazard Guarded 


Subjects participating in this and 
other studies, Dr. Murray and his 
colleagues explained, are inmates of 
Federal penitentiaries, over 21 years 
of age but below middle age, who 
volunteer for the experiments. 
Each volunteer is carefully screened 
by a review of his past medical his- 
tory, a complete physical examina- 
tion, and a battery of liver function 
tests. After inoculation with the 
test material, the subjects are ex- 
amined weekly. They are ques- 
tioned as to their health, observed 
closely for possible icterus, and ex- 
for the develop- 
In addi- 


amined carefully 
ment of signs of hepatitis. 
tion, the set of liver function tests is 
repeated. On development of sus- 
tained symptoms or abnormalities, 
the subject is hospitalized for ob- 
servation and treatment. 
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The General Practitioner 


And Preventive Medicine 


Vore and more the general prac- 
titioner is turning to preventive 
medicine, speakers told the joint 
APHA session of health officers 
and medical care sections with the 
Academy of Medicine of Cleveland 
and the Cuyahoga County Medical 
Society. The trend is evident in 
the physician’s early training, in 
his office practice, and in his role 
in the community and its organized 


health programs. 


General Practitioners 
Lead in Community 


The general practitioner partici- 
pates directly in a host of community 
health activities, declared Garry G. 
Bassett, M.D., health commissioner, 
city health department, Lakewood, 
Ohio. Allied with the local health 
and various nonofficial health agen- 
cies, he makes major contributions 
to such public health programs as 
recording vital statistics, communi- 
control, sanitation, 
maternal and child health activities, 


cable disease 
and health education and informa- 
Sassett maintained. 

EKlaborating upon this thesis, the 


tion, Dr. 


health commissioner noted that the 
health department depends upon the 
general practitioner to report all 
births and deaths which he attends. 
He is responsible for providing an 
accurate diagnosis of the cause of 
death, information which contrib- 
utes to the defining and locating of 


local health problems. 
Serves Community 


the 
main contributor to the registration 
of communicable diseases, Dr. Bas- 


The general practitioner is 


sett continued. He plays a major 
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part in tuberculosis control pro- 
grams, sometimes by aiding in con- 
ducting mass case-finding surveys 
and often by providing clinical man- 
agement of the cases found in such 
surveys. The discovery of cases of 
venereal disease is frequently made 
by the private physician. 

In improving the sanitation of his 
community, the general practitioner 
assists by reporting abnormal con- 
ditions that he encounters in his 
patients’ homes and in local estab- 
lishments. In providing 


and child health services, the private 


maternal 


physician can excel since he takes 
eare of the mother and child in the 
In addition, he 
often to 
ternal and child health clinics. 

Finally, Dr. Bassett stated, 
general practitioner performs an im- 


home environment. 
donates his services ma- 
the 


portant service in health education. 
With his intimate knowledge of the 
patient, he can see that information 
obtained from lectures, 
or radio is properly interpreted. 


newspapers, 
He 
can make the education effective for 
the 


Serves Public Health 


individual. 


The health commissioner pointed 
out also that the general practitioner 
is in an excellent position to influ- 
ence the development of the health 
department. He with 
open ears by the various law-making 


is attended 


and appropriating bodies—his sug- 
gestions are given the utmost con- 
sideration. “Practically,” Dr. Bas- 
sett said, “the health department is 
largely in his hands to make to his 
liking.” 

Along with such nonofficial agen- 
cies as the Heart Association, the 
Tuberculosis Association, the Cancer 
Society, the Red Cross, and National 
Foundation for Infantile Paralysis, 
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the private physician and the heaith 
department constitute the com- 
munity health team, he concluded. 
Consideration of the facts usually 
reveals that “each is playing a good 
game,” but each could probably play 
a better game with help from the 
others. 


Prepaid Group Practice 
Benefits Family Doctor 


ty serving as an equal partner 
with specialists in prepaid group 
practice, the family physician can 
be restored to his proper place as the 
key figure in community medical 
eare, and many of the professional 
and social “disabilities” under which 
he now labors can be eliminated, 
George Baehr, M.D., president and 
medical director of the Health In- 
surance Plan of Greater New York, 
stated. 

The increasing trend of the medi- 
eal profession to desert family prac- 
tice for the specialties, Dr. Baehr 
suggested, is due chiefly to material- 
istic considerations. The specialist, 
he said, generally receives higher 
fees and enjoys more regular work- 
ing hours. His social position with- 
in the medical fraternity is con- 
sidered higher than the family physi- 
cian’s, and he usually has more free 
time for hospital work and educa- 
tional, social, and recreational ac- 
tivities. Family physicians, he con- 
tinued, have themselves adopted “a 
defeatist attitude by submissively 
accepting the title of general prac- 
titioner, which is generally used by 
the public to mean jack-of-all-trades 
in medicine and master of none.” 


Prepaid Group Practice 


As an equal partner with the spe- 
cialist in prepaid group practice, the 
family physician receives an annual 
income approaching that of the spe- 
cialist, Dr. Baehr The ab- 
sence of financial barriers enables 
him to utilize all the available pro- 
fessional services and facilities of 
the group for preventive medicine 


said. 
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disease detection and 
He enjoys regular work- 


and early 
treatment. 
ing hours, liberal off-duty periods, 
regular vacations with pay, and at 
times sabbatical leave for special 
training. The Health Insurance 
Plan of Greater New York (HIP) 
is also considering a retirement pro- 
gram for all participating physi- 
cians, he reported. 

Dr. Baehr continued 
HIP 30 such medical 
prising almost 400 family physicians 


that under 


groups, com- 


and 550 specialists, now provide 
comprehensive medical care to 400,- 
OO persons in New York City. 


Since 90 percent of the participating 
families have selected a permanent 
whom they may 
financial de- 


family physician 
use regularly without 
terrents, he felt that a far more fa- 
vorable opportunity exists for an in- 
timate and continuing doctor-patient 
relationship than in “solo” fee-for- 
service practice among similar low 
or moderate income families. 
“Perhaps the most significant ex- 
perience with group practice under 
HIP.” he concluded, “has been the 
growing awareness among the group 
directors and specialists that the 
family physicians are the keystone 
of this type of practice and that the 
quality of medical care which they 
reputation 


provide determines the 


and the growth potential of the med- 


’ 


ical group.’ 


Baltimore Program Relies 
On Community Practitioner 


$y uncovering multiple instances 
of unsuspected disease and by re- 
storing clients to the point of em- 
ployability, the Baltimore City med- 
ical care program is sound public 
health and an economic advantage 
to the community, according to 
George W. Dana, M.D., director of 
the medical care clinie of The Johns 
Hopkins Hospital. The program, 
instituted in 1947, endorsed by the 
Baltimore City Medical Society, and 
financially supported by the State 
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The General Practitioner 


legislature, provides continuous med- 
ical service to persons maintained 
by Baltimore’s Department of Public 
Welfare, he said. 

Dr. Dana told the joint 
that the program, which is 
the authority of the commissioner 
of health, affords the client his own 
medical practitioner, 


Session 


under 


participating 

an affiliating 

drugs. 
Clientele, in family units, are as 


hospital, and free 


signed to an affiliating hospital hay 
ing its own complete medical care 
clinic and are given initial me‘lical 
examinations, Dr. Dana stated, The 
clinie routinely forwards clinical re- 
ports to the client’s physician and 
provides consultative and laboratory 
services at his request. Currently. 
the 24,500 Baltimore clients are re- 
ceiving medical from 
300 participating physicians, 59 of 


eare service 


whom earry an assignment of 100 
persons or more, he reported. 

The community practitioner is the 
central figure in the program’s con- 
supply, Dr. Dana 
volun 


medical 
continued, Participation is 
tary and available to all Maryland 


cept of 


Preventive medicine as practiced 
by the general practitioner is not 
limited to his office; it is found 
wherever he goes—in his daily 
practice, in his postgraduate 
studies, and in his civic activities 
through his health 
Each decade preventive 


community 
council, 
medicine occupies more of the 
general practitioner’s time. 
Without the cooperation of the 
general practitioners of America 
any preventive medical program, 
whether national, State, or local in 
character, is doomed to failure. 
Practicing physicians look to pub- 


lic health officials for leadership. 
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licensed practitioners. A physician 
expresses his interest to the medical 
eare clinic directors of affiliating 
hospitals with which he desires as- 
sociation. He is paid under the capi- 
tation fee system at the rate of S7 
per client per year, providing home 
and office care at an average of 2.4 
services per client per year. 


Schools Can Educate 
For Useful Service 


With “a broader concept of pre- 
ventive medicine as to its environ- 
mental and social aspects, the medi 
cal school will more completely ful 
fill its function and responsibility in 
meeting the realities and demands of 
medical practice for today and to- 
morrow,” Walter L. Bierring, M.D., 
commissioner of health of the Iowa 
State Health Department, told the 
joint session. 

Because the practicing physician 
today works in his office or in the 
hospital more than in the home, he 


The general practitioner, however, 
should be led, not pushed. Con- 
tinuous education is the key. 


Public health 


Few general practitioners have the 


is a_ specialty. 


time or the training to do a good 
part-time public health 
Organized public health 


job in 
work. 

units with full-time personnel con- 
stitute the essence of good health 


protection. 


J. S. DeTar, M.D., Milan, 
Mich., speaker, House of Dele- 
gates, American Academy of 
General Practice; president, 
Michigan Health Council. 
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is no longer as familiar with the 
hereditary, family, home, personal, 
and economic environment of his pa- 
tients as in the past and cannot 
judge the importance of these factors 
in relation to disease, Dr. Bierring 
said. 

The result, he said, is that social 
workers and agencies rather than 








physicians are most concerned with 
the environmental and social impli- 
health. Therefore, he 
maintained, the general physician 


cations of 


should be taught the importance of 
understanding the civie activities re- 
lated to 
school health, maternal and child 
health, family life, and environmen- 
tal influences, not only that he may 


medicine, problems of 


be more useful to his patients, but 
that he may serve his community 
throughout his professional life. 
During the past half century great 
and beneficial changes have taken 
place in scientific investigation, 
medical practice, and specific cura- 
tive medicine, the physician con- 
tinued, and these changes have re- 
sulted in a corresponding evolution 


in methods of medical edueation. 


Vedical Edugation 


Undergraduate medical education 
should not only lead to the best care 
of the sick, the prevention of disease, 
and the promotion of health, Dr. 
Bierring went on, but should also 
provide opportunity for developing 
and using knowledge of medicine as 
a whole through integration of basic 
and clinical sciences, wider applica- 
tion of clinico-pathological confer- 
emphasis on 


ences, and = greater 


preventive medicine. Specialist 
training should be postponed to the 
graduate years. 

In addition to the problems of 
preventive medicine, which include 
occupational diseases, malnutrition, 
maladjustment, psychoneurosis, so- 
cial deficiencies, and health educa- 
tion, Dr. Bierring said, long-term or 
chronic diseases are now a large 


part of general practice. 


134 


APIHA 














Conference Report 














“Advancing the Frontiers 


of Public 


Health officers, public health 
nursing, medical care, and indus- 
trial hygiene sections of the APHA 
joined to present a “Joseph W. 


Mountin Memorial Session” in 


Introduction 
By Leonard A. Scheele, M.D., 


Surgeon General, 


Public Health Service 


“Six months before his death, Dr. 
Mountin participated in a sym- 
posium on the Arctic Health Re- 
search Center at a general staff 
meeting of the Public Health Service. 
His opening sentences may be taken 
as an epitome of his major contribu- 
tion to publie health. 

“It might seem incongruous,’ he 
said in that deceptively hesitant 
manner we knew so well, ‘that at 
the last staff meeting I appeared 
before you as an apologist for the 
aging and made a point of identify- 
ing myself with that group: now, 
2 weeks later, I come again as an 
Arctic explorer. That incongruity 
is something I would like to make a 
point of.’ 

“Everyone who knew Joe Moun- 
tin would like to make a point of 
the amazing diversity of his inter- 
He might call it ‘incongruity, 
but the ripe fruit of his brilliant 
mind was this very recognition that 
whatever affects the health of man 
is the proper study and a proper field 
of public health action. With reec- 
ognition went his complete identifi- 
cation with the problem. Joe Moun- 
tin had in a very real sense the curi- 


ests. 


osity and instant response that 
Judge Learned Hand has ealled 
‘magnificent meddling’: the force 


that drives man onward in his quest 
for mastery of the world he lives 


” 


in. 


Health” 


Cleveland. The texts in full are 
published in the January 1953 
issue of the American Journal of 
Public Health. Excerpts from the 


texts follow. 


Local Health Department 


By Hugh R. Leavell, M.D., 
D.P.H., Professor of Public 
Health Practice, Harvard Uni- 


versity School of Public 
Health 
“Joe Mountin’s great contribu- 


tions... were based on sound knowl- 
edge of health problems derived from 
a long and rich first-hand experience 
at all levels of government, and on 
certain personal qualities which 
characterized him. . . His contri- 
butions in public health administra- 
tion stemmed from a broad, dynamic, 
progressive concept of ‘health’... 
[which] must depend on differences 
in time, place and problem. ... He 
kept asking: How well suited is the 
orthodox program of health depart- 
ments to the needs of the people? 
What role is the department willing 
to occupy in areas beyond its tradi- 
tional interest? How well equipped 
are public health groups to carry 
such additional functions as they 
may be called upon to discharge? 
“The history and development of 
local health units was well known 
to him, and many years ago he stated 
eertain principles which should 
govern the organization of such 
units. . . . The governmental health 
department was of paramount impor- 
tance in Mountin’s eyes... the 
focal point of the community’s health 
activity. It should contain the so- 
cial perspective and the wealth of 
competency to be able to perceive 
the need; and it should have the 
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ability and the courage to take what- 
ever action is necessary. . . 

“He did not conceive of the health 
department as doing the total health 
job ... [and] although the health 
department should definitely not en- 
gage directly in all kinds of health 
activities, it should find ways to par- 
ticipate in each type. ... 

“Mountin appreciated the impor- 
tance of understanding the private 
practitioner’s problems and finding 
methods of work with him.... 
With increasing extension of public 
health activities into the field of per- 
sonal health services, particularly in 
chronic disease control, he realized 
the importance of not going too fast 
and of carefully working out profes- 


sional relationships. ... If health 
departments were to do their job 
properly, Mountin thought they 


would need to work very closely with 
hospitals and other agencies provid- 


ing medical care... .” 


Chronic Disease and Aging 


By Vlado A. Getting, M.D.. 
D.P.H., Commissioner, Massa- 
chusetts Department of Public 
Health 


“It is almost impossible to review 
the development of any program in 
public health in the past score of 
years without finding Joe’s guiding 
hand somewhere in its development. 
He brought out the need of health 
departments to evaluate their pro- 
grams carefully, to consider the 
characteristics of the total popula- 
tion they serve, saying that health 
is positive and that public health re- 
sponsibility must be geared to pro- 


moting ever higher standards 
of human efficiency and _ satisfac- 
tion. ... He reminds us that there 


has been phenomenal progress in the 
development of programs for chil- 
dren, and he suggests that the same 
type of approach as was used in 
studying the child and his needs is 
now needed for the mature and older 
members of the community. . 
“While Dr. Mountin stimulated 
not only health departments but also 
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voluntary agencies to assume a vital 
role in the development of a com- 
munity program for older people, he 
indicated that such a program must 
be a community program shared by 
all.... If the health department 
develops an understanding of the 
problems of the aged and arouses 
community interest, he was con- 
vinced that the health department 
need do only a small fraction of the 
total program itself, and that the 
community as a whole will awaken 
to its responsibility .. .” 


Regionalization 
By John B. Grant, M.D., As- 


sociate Director, Division of 
Medicine and Public Health, 
The Rockefeller Foundation 


“Joe Mountin’s chief characteris- 
tic was the embodiment in his phil- 
osophy of a comprehensive horizon- 
tal rather than a vertical special- 
ized approach to problems of public 
health. And another characteristic 
over the years was the manner in 
which earlier general principles 
were later amplified in detailed 
recommendations. .. . 

“Organization is the cornerstone 
required for the advance of any fron- 
tier of public health ... Mountin 
considered that multiplicity of agen- 
cies was the chief evil to be attacked. 
The summation of his thinking was 
that this evil required regionaliza- 
tion under a single administration 
for its removal. His guiding prin- 
ciple was that enunciated by the 
British Ministry of Reconstruction 
in 1919: ‘The first principles of good 
administration require that when 
a special function is to be under- 
taken, it shall be undertaken by one 
governing body for the whole com- 
munity needing the service, and not 
for different sections of the com- 
munity by several governing bodies.’ 

“The level of health services of 
the nation in 1975 will be propor- 
tionate to the degree that Mountin’s 
recommendations are implemented 


for integration of all services 
through regionalization under a 
single administration.” 


Medical Care 
By Franz Goldmann, M.D., 


Associate Professor of Medi- 
cal Care, Harvard University 


School of Public Health 


“With creative imagination and 
common sense he crusaded for the 
continued adaptation of medicine to 
social needs and uses, and he had 
the courage to state and defend un- 
orthodox views at a time when many 
others were aloof, if not hostile, to 
any proposal implying a change from 
chance to choice. Knowing that 
truth does not necessarily conquer by 
itself, he was untiring in interpret- 
ing new ideas against the back- 
ground of historical developments 


“Mountin frequently expounded 
each and all of the rules of sound 
administrative organization [demo- 
cratic, simple, and inexpensive] and 
used every opportunity to make them 
living facts in the administration of 
tax-supported health 
Mountin did not confine his interest 
to technical matters and questions 
of methodology. He much 
thought to some of the concepts guid- 
ing contemporary health policy and, 
especially, the theory of separation 
of preventive and curative health 
services ... [and] was confident 
the blending of preventive and cura- 


services .. 


gave 


tive service could be achieved 
through a complete health pro- 
eran . . « 


“Mountin fought under the flag of 
faith embroidered with the words: 
‘Let the welfare of the people be the 
supreme law.’ He never wavered 
under the fire of those drawing to- 
gether around the flag of fear. By 
taking such a stand he acted in con- 
formity with George Washington’s 
maxim: ‘Let us raise a standard to 
which the honest can 


repair.’ ” 


wise and 
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Approaches to Treponemata 


Reports of new data and new 
approaches to the syphilislike 
diseases, yaws and pinta, a review 
of a laboratory evaluation-guid- 
ance program, and a suggestion 
for reevaluation of premarital 
blood test laws were heard by 
APHA attending the 
laboratory and epidemiology sec- 
tions, and by the Conference of 
State and Provincial Public Health 
Laboratory Directors. 


members 


Pilot Study Should Precede 
Mass Treatment of Yaws 


In treating yaws, a house-to-house 
canvass Where everyone would be 
subjected to clinical, anamnestie, 
and serologic examinations would be 
impossible, im- 


difficult, 


fdeal but is often 


practical, or too said 


Charles R. Rein, M.D., associate 
professor of clinical dermatology and 
syphilology, New York University- 


Bellevue Medical Center, New York 
City. 
based 


Any treatment campaign 


solely on clinical examination, he 
said, is limited because persons in 
the incubation stage of yaws are 
missed if no clinical manifestations 
are evident, and it is impossible to 
detect the seropositive asymptomatic 
latent yaws patients who ultimately 
may develop cutaneous relapses, 
thereby setting up new infectious 
reservoirs. Also there will be in- 
cluded some nontreponemal disease 
that will respond to penicillin ther- 
apy, thereby causing a fallacious in- 
crease in cures, Some nontrepone- 
mal conditions which do not respond 
to penicillin will result in a= fal- 
lacious decrease in cure rates, Dr. 


Rein cautioned. 


126 


patients with 
subject to 


“The number of 
nonvenereal 


penicillin therapy would depend on 


conditions 


the diagnostic acumen of the clini- 
cians,” he said. 
Dependence on 
dence is also fraught with difficulties, 
he said. “The word soon gets around 


anamnestic evi- 


among natives that they will receive 
some ‘magic medicine’ if they state 
that they have had yaws, and this 
they will gladly do with the hope 
that it will cure their bone pains, 
malaise as well as many imaginary 
ills.” 


Serologic Survey 


A house-to-house serologic exam- 
ination would be slow. The interval 
between serologic survey and insti- 
tution of treatment would require 
several days. Some individuals re- 
quiring therapy would not be avail- 
able when treatment teams revisited 
the houses. This type of survey, Dr. 
Rein emphasized, would require ex- 
tensive laboratory facilities to exam- 
ine the large number of blood speci- 
mens and well-trained serologists to 
evaluate results. 

Dr. Rein quoted Dr. H. J. 
son as comparing the problems of 


Magnu 


combating vaws with those in shoot- 
ing down attacking enemy planes: 
It is foolish to fill the sky with flak 
to shoot down one Or two planes. 
Precision-aiming mechanisms, ac 


curately controlled and well- 
inanned, are needed. 

It may be feasible to treat entire 
populations in high prevalence areas 
without regard to serologic examina 
tions, Dr. Rein explained, but careful 
serologic examinations with tests 
known to have high levels of sensitiv- 
ity and specificity are greatly needed 
in low prevalence areas. “To date, 
the filter paper method and the vari- 
ous modifications of the Chediak re- 


action have not been proven to be of 
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sufficient sensitivity and specificity 
as compared to the standard tube or 
slide tests performed on serum. 
While the use of capillary tubes for 
collection of has been 
found satisfactory in the United 
States, this would not be a practical 
approach to the yaws problem,” Dr. 
Rein added. 

A simple, inexpensive and yet con- 
sistently effective serodiagnostic pro- 
cedure is greatly needed in low prev- 
alence and underdeveloped areas 
with inadequate laboratory facilities 
and insufficient trained technicians, 
he noted. 


specimens 


Limitations 


Without an awareness of the limi- 
tations of serodiagnostie procedures 
in Mass treatment campaigns, errors 
commission will 
warned. 


of omission and 
arise, the syphilologist 
These chief limitations are false neg- 
ative reactions, false positive ‘reac- 
tions, and seroresistance. 

A pilot group with a 
trolled laboratory set up as soon as 


possible, and preferably before mass 


well-con 


therapy is instituted, is important 
whether or not serodiagnostic pro- 
cedures are to be employed, Dr. Rein 
stressed, for it is during the demon- 
stration, survey, and training phase 
of the pilot program that the labora- 
tory’ can supply information of value 
during the later expansion and con- 
solidation of the campaign. 

This information should include, 
he said, darkfield disappearance 
time following therapy to deter- 
mine the immediate efficacy of the 
penicillin be em- 


ployed, quantitative serologic tests 


preparation to 


to note the serologic trend follow- 
ing therapy, and differentiation be- 


tween relapse and reinfection. 


Would Preassess State Laws 
On Premarital Examination 


The marked decrease in the num- 
ber of syphilis cases reported in re- 
especially infectious 


cent years, 


syphilis, calls for a reevaluation of 
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the premarital examination laws as 
a ease-finding and control tech- 
nique, two California health officials 
believe. 

Philip K. Condit, M.D., and A. 
Frank Brewer, M.D., of the division 
of preventive medical services, Cali- 
fornia State Department of Public 
Health, offered California’s experi- 
ence during the 12 years, 1939-51, as 
an indication of what the tests ac- 
complish. 


8.100 Cases Since 1939 

In California, more than 2 million 
persons have had premarital blood 
tests for syphilis since 1939. The 
tests required by State law discov- 
ered 8,100 cases of previously un- 
known and untreated syphilis, 510 
of them primary and secondary 
syphilis, and about 3,000 in need of 
further treatment. 

Finding infectious syphilis Cases 
and bringing them to treatment to 
prevent transmission from one mari- 
tal partner to another to the child is 
the first objective of the premarital 
law, Dr. Condit and Dr. Brewer 
pointed out. Treatment of the other 
eases discovered fulfills another ob- 
jective by preventing further pro- 
gression and disability. 

The case-finding returns, however, 
are diminishing, they found. The 
number of syphilis cases reported 
from all sources in California de- 
clined 68 percent from 1946 to 1951 
for all for 
primary and secondary syphilis. 


forms, and 88 percent 


Ratio of Infections 


Attending the decline in syphilis 
prevalence is the smaller number of 
cases discovered by premarital tests, 
the 1949 to 
1951 the ratio of infections te per- 
sons tested decreased from 1 in 437 


doctors found. From 


6 


to 1 in 553 for all forms. 

The ratio for primary and sec- 
ondary syphilis decreased by more 
than 50 percent—from 1 in 2,168 
to 1 in 4,836. Thus, the unit cost 
per case of this type discovered more 
than doubled during the > years, they 
noted. 
score for 


In actual numbers the 
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the 3 years stands: premarital ex 
aminations, 511,160: all syphilis 
cases discovered, 1,079 (primary and 
secondary, 162). Thus a total of 
the cases found by the premarital 
tests constituted 3.4 percent of the 
State total; 32,315 
ported from all sources in the State. 

Although the 162 infectious cases 
found was proportionately small, the 
doctors called attention to the fact 
that an indeterminate number were 
prevented by the premarital tests, 
which served to get medical super- 


cases were re- 


Vision and treatment for the infected 
individuals. 


Indiana Rates Performance 
Of Laboratories in State 


The goal of a laboratory evalua- 
tion-guidance program is to assure 
in the interest of public health, the 
best possible service to medical prac- 
titioners, Paul Fugazzotto, M.S.P.H., 
Ph.D., chief serologist of the 
reau of laboratories, Indiana State 
Board of Health, told the Conference 
of State and Provincial Public 
Health Laboratory Directors. 

The policy of the State health de 
partment must be one of active in- 
terest, he continued, and the partici- 


bu- 


pating laboratories should feel that 
the health department, or reference 
center, will guide and help whenever 
that 
and 


needed. A program guides 


than that as- 


sists the laboratories to solve prob 


rather polices, 


lems, is the most desirable, he felt. 


Volunteer Participation 


Dr. 
ported, such a program has resulted 


In Indiana, Fugazzotto re 
in 50 laboratories participating on a 
volunteer basis, in addition to the 67 
approved for making premarital and 
prenatal serologic tests for syphilis. 

Technical phases of the Indiana 
program, he said, include checktest- 
ing of clinical specimens, distribution 
of control seruis, study of reagents, 
consultation service to laboratories, 
including the checking of environ- 
which test 


mental temperatures at 


reagents are stored and used, review 
of general techniques and equipment 
used, and evaluation of serologic test 
performance. 

Deficiencies in test performance of 
a participating laboratory should be 
diplomatically but specifically called 
to its attention, Dr. Fugazzotto con 
tinued, with explanation of possible 
cause and suggestions for remedy or 
often 
feel that their test performance is 


improvement. Technicians 


not entirely satisfactory and are 
glad to be told why and what to do 


about it, he stated. 
Causes of Difficulties 


Only visits from a trained serole 
gist will discover the cause of most 
difficulties, the speaker said. Some 
of these difficulties are due to en- 
vironmental conditions or failure to 
test 
but others are caused by intangible 


follow specifications, he said, 
factors which are not described in 
the “the 


needs someone to tell him where he 


literature and technician 


has failed to consider such factors.” 


Visual Tests Adequate 
In Pinta Mass Survey 


Pinta may be diagnosed with suffi 
cient accuracy for mass surveys by 
examination of exposed surfaces of 
the Walter F. Ed 
mundson, director, 


body, reported 
M.D., 
and Sidney Olansky, M.D., 


of the 


associate 
director 
Disease Research 
Laboratory, Public Health 
Chamblee, Ga., and Arnoldo Lopez 
Rico, M.D., chief of the Center of 
Epidemiological Studies, Co 


Venereal 


Service, 


Rural 
operative Medical Service, Apatzir 
gan, Michoacan, Mexico. They based 
their conclusion on clinico-serologic 
surveys conducted by the Center of 
Epidemiological Studies in four com 
munities in the Tepalcatepec Basin 
in Mexico. 

these 


The evidence from 


that 


surveys 
“latent” pinta must 


the 


indicates 


be very uncommon, speakers 
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stated. Only 4.64 percent of 194 
children, 16 years of age or less, 
clinically diagnosed “no pinta,” had 
either positive or doubtful serologic 
reactions. In three of the villages, 
only 2.76 percent of 145 children had 
reactive serologies. Special efforts 
were made to study children, Dr. 
Edmundson and his colleagues ex- 
plained, in order to differentiate 
serologic results caused by pinta 
from those caused by syphilis since 
pinta is usually acquired in child- 
hood and syphilis, known to be com- 
mon in the area, in adolescence or 
later. 

The “No Pinta” Group 

Of 348 persons of all ages clini- 
eally diagnosed “no pinta,” 14.37 per- 
cent had reactive serologies, the in- 
vestigators reported. The assump- 
tion can logically be made, they 
maintained, that these reactions 
were syphilitic reactions, “biological 
false positives,” or residual sero- 
resistance following adequate treat- 
ment of pinta. Although the persons 
in three of the villages were queried 
as to previous treatment with peni- 
cillin or arsenicals, the reliability of 
their answers is questionable since 
many of the patients with pinta 
seemed to feel that an admission of 
previous treatment would injure 
their chances of additional medi- 
cation. 

The speakers pointed out also that 
it is known that lesions of pinta 
may oecur only on unexposed sur- 
faces of the body in about 1 percent 
of the cases, but they believe their 
ceccurrence is probably rarer statis- 
tically than the other causes of re- 
activity mentioned. 

Although pinta does not generall) 
cause disabling or killing effects, this 
disease deserves large-scale control 
efforts by the nations in which it 
exists, concluded Dr. Edmundson 
und his co-workers. The disfigure- 
ment caused by the disease interferes 
with personal freedom and with the 
development of a healthy outlook on 
life, they stated. Freedom of choice 
as to place of habitat, employment, 
and selection of a mate is drastically 
curtailed by affliction with pinta. 
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Professional Training for 


Pediatricians and Nurses 


The well child conference is 
being used as a key element in the 
pediatric training of medical stu- 
dents at the University of Wash- 
ington and in the pediatric 
residency at the University of 
Pennsylvania, it was reported to 
the maternal and child health, 
public health education, and public 
health nursing sections. 

During a session on “profes- 
sional education in public health,” 
reports were also heard from De- 
troit concerning the use of monthly 
discussion meetings which bring 
together public health nurses from 
the health department and mater- 
nity service nurses of the hospitals. 


Child Health Program 
Trains Pediatricians 


A public health department pevi- 
atric training program in connection 
with its child health program was 
suggested by Elizabeth Kirk Rose, 
M.D., and John A. Rose, M.D., as a 
possible solution to the problem of 
including experience with normal 
children in the pediatric residency 
curriculum. Dr. Elizabeth Rose is 
chief of the division of child hygiene, 
Philadelphia Department of Health, 
and assistant professor of pediatrics, 
University of Pennsylvania, and Dr. 
John Rose is assistant professor of 
psychiatry at the university. 

Child health conferences, they 
noted, provide a group of normal 
children who can be seen regularly 
over a number of years. The organ- 
ization of a training program for 
pediatric residents in connection 
with these conferences requires, 
however, that provision be made for 
adequate supervision of the resi- 
dlents’ work. 


The Philadelphia project they de- 
scribed included these features: 

Assignment of residents in pairs 
to the same weekly conference 
throughout their 2-year training 
period. 

Selection of cases which afforded 
opportunity for long-time study. 

Limitation of appointments for 
each resident to four during a 2-hour 
session. 

Informal discussion of the cases 
between the resident and supervisor 
at each session. 

Assignment of a member of the 
university teaching staff to each 
session. 

Conferences among the supervisors 
for discussion of the program. 


Materials and Evaluation 


Materials used in conducting the 
health conferences included, in addi- 
tion to the usual medical record 
form, a sheet on which was noted 
the development of motor skills and 
a yearly summary of the child’s prog- 
ress from the first through the sixth 
year, and a newly designed health 
record booklet in which notes as to 
diet, vitamins, and next appointment 
date were made by the physician and 
notes of the child’s progress and 
questions to bring up at the next 
conference were made by the parent. 

Evaluation of the program, im- 
portant to the success of any pro- 
gram, they said, has been obtained 
from both the supervisors and the 
pediatric residents. Typical of the 
supervisors’ comments quoted was 
this one: “It is extremely valuable 
to have residents involved in this 
experience while they have access 
to counsel and expert advice from 
the staff. It creates interest in good 
preventive pediatric care.... It 
is a definite contrast to the classic 
teaching experience with specific 
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diseases. .. It demonstrates var- 
iability of normal growth and de- 
velopment.” Questionnaires circu- 
lated among the residents revealed 
“unanimous approval of this oppor- 
tunity to associate with well chil- 
dren,” they reported. 


Nurse Sessions Improve 
Hospital Maternal Care 


Periodic discussion meetings by 
maternity nursing supervisors and 
other interested hospital and public 
health personnel have contributed 
significantly to the improvement of 
maternity and infant care facilities 
and procedures in Detroit hospitals 
and to a better prepared maternity 
personnel, reported Garner M. Bying- 
ton, M.D., Dr.P.H., maternal, child 
and school health director of the 
Detroit Department of Health. 

Subjects discussed at the meetings 


included: over-all maternal and 
child health programs; maternity 
hospital rules and _ regulations; 


venereal disease problems relating 
to mothers and infants; proper for- 
mula sterilization; incubators and 
their operation ; hand-washing facil- 
ities; and-general cleaning of nurs- 
ery space. To promote an improved 
nursing service, copies of the Ameri- 
ean Academy of Pediatrics’ “Stand- 
ards and Recommendations for 
Hospital Care of Newborn Infants— 
Full-Term and Premature,” were pro- 
vided to hospitals lacking them. 


Expectant Parent Classes 


Since prevention of premature 
births and the early care of pre- 
mature infants are of major impor- 
tance, continued Dr. Byington, 
classes for expectant parents were 
established in several hospitals. 
Postpartum classes have been started 
also by a few nursing supervisors. 

In discussions with hospital and 
public health personnel the avail- 


ability of a city ambulance to 
transport premature infants to 
properly equipped hospitals was 


stressed, and approved methods of 
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preventing infection, correct feed- 
ing, providing heat while the baby 
is in the delivery room, and main- 
taining heat upon removal to the 
nursery were discussed. 

Dr. Byington stressed the value of 
the exchange of information and 
views between hospital and public 
health personnel. By public health 
nurses being informed of improved 
hospital methods, he said, they then 
ure able, in their home visiting, to 
promote the acceptance of newer 
techniques of perineal care and the 
elimination of cord dressings and 
umbilical bands among mothers who, 
having had other babies, might re- 


sist the “drastic” changes 


Complete Care Accented 
In Pediatric Training 


A complete program of care is ac- 
cented at the University of Wash- 
ington’s child health center where 
pediatric training is received by the 
medical students, reported Robert 
W. Deisher, M.D., associate professor 
of pediatrics and director of the 
center. 

Teamwork features the services of 
a medical social worker, public 
health nurse, nutritionist, dental 
hygienist, dentist, psychologist, and 
psychiatrist as well as pediatrician, 
Conferences with the 
mother and evening visits to the 
child’s home are included for the 
student, who may also call on any 
of the staff when necessary. Also, 
he visits a preschool nursery. Staff 
conferences which are moderated by 
the psychiatrist are also held. 

Many students think at first that 
a well child conference is a health 
department function. They spend 40 
to 45 carefully allotted hours at the 
center and are able to see the inter- 
relationships of some of the basic 
principles of pediatrics, public 
health, and psychiatry. They grasp 
the functions of each member of the 
staff as well as what phases other 
than the physical are significant in 
following a child’s growth and de- 
velopment, he said. 


he asserted. 


RN—PHN Group Discussion 
Produces Better Service 


In addition to improvement of 
nursing care of mothers, one real 
benefit from the monthly meetings 
of the maternity nurses of metro- 
politan Detroit is the better under- 
standing and friendship developed 
among nurses, said Irene Nelson, 
R.N., director of education at the 
Women’s Hospital in Detroit, Mich. 

Dncouraged to attend the group 
sessions are all nurses, students, and 
others interested in obstetrics, but 
regular notices are sent to nurses in 
charge of the obstetrical depart- 
ments in metropolitan hospitals, the 
State hospital nursing consultant in 
the area, and nurses from the nurs- 
ing division of the Detroit Depart- 
ment of Health the 
Nurse Association. 


and Visiting 

“The public health nurses attend- 
ing the meetings are now our friends, 
and we call upon them when ques- 
tions or problems arise. I am sure 
that we had as many questions and 
problems in the past, but we hesi- 
tated, not knowing whom to contact 
in the public health agency. These 
meetings are held in different public 
health stations or centers and hos- 
pitals in the city. Tours are ar- 
ranged so that nurses have a chance 
to see and learn about the public 
health facilities and various hospi- 
tals,” the speaker reported. 


Common Understandings 


The meetings afford an opportu- 
nity to explain changes in hospital 
techniques, she said. Before these 
meetings were held, mothers were 
told by some that babies did not need 
abdominal binders, although previ- 
ously they had been told by others 
“We 
can only decrease a mother’s fears 
and anxieties and make our teach- 
ing effective when we teach the same 
things,” she pointed out. 


that binders were necessary. 


Part Il of This Special Section 
Will Appear in Our February Issue. 
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Nursing in 
Venereal Disease Control— 
A Suggested Guide 


During the past few years there 
has been a dramatie change in the 
venereal disease problem in the 
United States. Control activities 
have reduced the incidence of syph- 
ilis and with newer treatment sched- 
ules, therapy can be carried out in 

the offices of private 
However, special vene- 


clinics or in 
physicians. 
real disease centers are still needed. 
These changes require the appli- 
cation of new skills and techniques. 
This is particularly true of the pub- 
lic health 
will more and more be called upon 


nursing services which 
to assume responsibility for partici 


pation in venereal disease control 
activities. 

In response to the expressed needs 
of health departments, this publica- 
tion has been prepared as a guide 
in planning for nursing service in the 
venereal 


community in relation fo 


disease. Developed by the nursing 
branch, with guidance from the med- 
ical staffs of the Division of Venereal 
Public 


Health Nursing, it covers the vene- 


Diseuse and the Division of 
real disease program, public health 
nursing in the venereal disease pro 
gram, the clinic, and an evaluation. 
The section on nursing includes a 
discussion of the nurse's responsi- 
bilities in case finding, health edu- 
caution, and care of the sick; and the 
principles, functions, and content of 
the patient interview. Physical fa- 
cilities, equipment, aud clinie pro- 
cedures are considered in the third 
section, as well as follow-up activi- 
ties in the clinic and in the field. 


Nursing in Venereal Disease Con- 
trol. A suggested guide. (Public 
Health Service Publication No. 
198) 1952. 


27 pages. 15 cents. 
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Financial Status and Needs 
Of Dental Schools 


Dental education, in common with 
all other fields of higher education, 
has felt the impact of accelerating 
progress and economic 
change. It is confronted today with 
the complex problems of maintain- 
ing high standards and meeting in- 
creasing demands in the face of costs 
and backlogs of need for space and 
In recognition of these 


scientific 


equipment. 
urgent problems, the Council on Den- 
tal Education of the American Den- 
tal Association asked the Public 
Health Service to undertake an in- 
tensive study of the financial status 
and needs of schools of dentistry. 
This report, parts of which were 
summarized in the October issue of 
Public Health Reports, covers the 40 
American dental schools in full op- 
eration during 1949-50. The study 
analyzes faculty resources, operating 
budgeted 
instruction, 


expenses, separately re- 


search, postgraduate 
sources of income, and unmet needs 
for staff and facilities. Information 
on operating expenses and income of 
the 18 schools of dental hygiene in 
operation during the same period is 
also included in the report. 


Financial Status and Needs of Den- 
tal Schools. (Public Health Serv- 
ice Publication No. 200) 1952. 83 


)~ 


pages ; tables, charts. 25 cents. 


Distribution of Health 
Services in the Structure 
Of State Government 


Part Two—General Services and 
Construction of Facilities for State 
Health Programs 


“Distribution of Health Services 
of State 
ment” is the subject of a decennial 
Public Health 
Service for the purpose of presenting 
total State 
ization for the provision of health 
The data for the 1950 sur- 


in the Structure Govern- 


study made by the 
organ- 


a picture of 


services. 


vey are being published in four parts, 


the first of which, “Administrative 
Provisions for State Health Serv- 
ices,” was reviewed earlier. Parts 
three and four will cover personal 
health and environmental 
health and safety services. 


services 
Part two is concerned with the 
organization, policies, and practices 
for the provision of 
portive services and construction of 
facilities for State health programs 
The first section is a discussion of 
the methods by which State agencies 
supply general technical services 
which contribute to several of the 
specialized health programs. Be- 
cause of the _ interrelationships 
among programs, these services have 
been treated separately, although 
they do not develop independently, 
but as parts of the specialized pro 


general sup- 


grams which they support. 

Another State activity of impor- 
tance in the total health picture is 
the program for expansion and im- 
provement of hospitals and health 
centers. This forms the second sec- 
tion of the discussion, which gives 
the status of hospital construction 
programs admipistered by the hos- 
pital authorities of each State and 
Territory, the District of Columbia. 
Puerto Rico, and the Virgin Islands 


as of December 31, 1950. 


Mountin, Joseph W., Flook, Evelyn, 
and Mullins, Rubye k.: Distribu- 
tion of Health Services in the 
Structure of State Government 
1950. Part Two, General Services 
and Construction of Facilities for 
State Health Programs. (Public 
Health Service Publication No. 
184, Part Two) 1952. 117 pages; 


tables. 35 cents. 
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